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Executive Summary 

A. INTRODUCTION AND OVERVIEW 

The AIDS Technical Support Project (ATSP) is an extraordinarily large and complex USAID 
project initially authorized in 1987. During its nine-year life as USAID'S primary programmatic 
response to the HIV/AIDS epidemic, this umbrella project, managed by the HIV-AIDS Division1 
of the Global Bureau, has obligated over $260 million. The project has had two distinct phases, 
beginning with a start-up or learning phase (Phase I) from 1987 to 1991, with two major 
implementing entities (AIDSCOM and AIDSTECH) and five smaller Cooperating Agency (CA) 
activities. Prompted by a concern that resources were spread too thin to have a measurable 
impact, the ATSP was redesigned in 1991. The second phase (Phase 11) of the ATSP, which 
began in 1992 and will terminate in August 1997, has a single major implementing entity 
(AIDSCAP), and also funds thirteen other CA activities. 

This process evaluation of the ATSP has been commissioned in order to examine the degree to 
which the strategies, structures, and management procedures of the ATSP, as a whole, have been 
responsive to the epidemic, and have supported the achievement of project objectives. This 
evaluation has focused largely on Phase I1 of the ATSP and hopes to provide lessons learned and 
recommendations that can be used in the design of the next stage (Phase 111) of the Global 
Bureau's and USAID'S programmatic response to addressing this insidious and devastating 
disease that have not yet been effectively checked. 

This evaluation builds on a midterm evaluation of AIDSCAP conducted in 1995 and evaluations 
of some of the smaller CA programs. It will be supplemented over the next year by end-of- 
project evaluations of AIDSCAP and all other ATSP CA activities. These evaluations will 
include careful reviews of whether these CAs have met their contract "deliverables." This 
process evaluation, therefore, has not focused on CA deliverables or the impact of individual CA 
projects. It is focused on the ATSP-wide program and macro-level issues. 

The evaluation was carried out in January and February of 1996 by a six-person team. The Team 
gathered data through interviews with over 50 key informants, a review of key project 
documents, and responses to a questionnaire sent to 30 USAID overseas missions. 

B. THE DESIGN OF THE PHASE I1 ATSP PROGRAM 

The Phase I1 design of the ATSP was novel, ambitious, and even audacious in two fundamental 
ways. First, in attempting to achieve its stated project purpose-to expand access to HIV 
prevention and control programs in developing countrie-a new entity was created, the AIDS 

'HIV-AIDS Division of the Ofice of Health and Nutrition, USAID, PHN Center, Bureau for Global 
Programs, hereinafter referred to as the Global Bureau 
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Control and Prevention Program (AIDSCAP) which had unusually wide program and 
management responsibilities for a USAID-funded CA. AIDSCAP's program responsibilities 
were: 

Global in nature: With primary focus on design and management of new programs in 1 5 
priority countries and technical support for a host of associate country programs. 
AIDSCAP would be the one and only entity funded to provide worldwide support to 
USAID missions in addressing HIVIAIDS; 

Technicallv all-inclusive: With responsibility for all elements (biomedical, behavioral, 
policy, evaluation) of a core package of three primary and three supporting technidal 
components, i.e., a "comprehensive" program response to HNIAIDS prevention; and 

Multi-functional: In order to encourage the rapid integration into program operations of 
new knowledge from research and the evaluation of project interventions, AIDSCAP was 
given both operational and learning functions. AIDSCAP had day-to-day operational 
responsibility for ongoing programs across the globe. At the same time, it was 
responsible for carrying out path-breaking behavioral research, evaluating its own 
activities, and being a center of state-of-the-art knowledge about HIVIAIDS-"a center 
of all truth and knowledge" regarding AIDS. 

The Phase I1 design was path breaking in a second major way. Drawing on the best information 
available at the time, the Project Paper (PP) Amendment prescribed a comprehensive package of 
"proven" technical interventions to address HIVIAIDS. The three primary technical strategies: 
1) increased access to and use of condoms; 2) behavioral change communication; and 3) STD 
treatment, were combined to provide a synergistic effect, postulated to have greater impact than 
that of a single intervention. 

USAID was the first donor to prescribe and globally implement an articulated technical strategy 
for HIVIAIDS prevention and control. This strategy drew on the Agency's substantial 
experience with condoms (from family planning programs) and behavioral change 
communication (from family planning, child survival, and other health programs). At the same 
time the Agency took a risk by including STD treatment in the strategy. In this area the evidence 
of successful impact on HIVIAIDS was less certain, and USAID had little previous experience. 

Most of the activities described in the PP Amendment were to be carried out by AIDSCAP. 
Other CA programs were mentioned only incidentally; except for a plan to work with other 
donors to create a new organization, the International HIVIAIDS Alliance. This new 
organization would support NGO programs worldwide. 
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C. KEY CONCLUSIONS 

The evaluation team analyzed the operational and substantive appropriateness of the ATSP 
project design and the manner in which it is being implemented. It reviewed progress in the 
establishment of the International HIV/AIDS Alliance and, at the request of the HIV-AIDS 
Division, assessed the relationship of the ATSP and the Division with WHO/GPA and UNAIDS. 
Finally, it analyzed the impact of structural, procedural, and managerial influences on the 
capacity of the project to achieve its project purpose and four project outputs. The most 
important conclusions from each of these sections of the report are briefly outlined below. 

1. Structural Appropriateness 

The ATSP: The umbrella-like structure of the ATSP Project was ideally suited to giving USAID 
the opportunity to respond flexibly to the growing body of information and experience about a 
new emerging problem area-HIV/AIDS. The concentration of USAID resources in one unit 
(approximately 60% of all funds earmarked for HIV/AIDS were managed by the HIV-AIDS 
Division of the Global Bureau) helped give that unit the capacity to influence USAID missions 
and to provide global leadership. 

AIDSCAP: The Phase II project structure centered the management burden of a very complex 
global program on a single institution. After the competitive bidding process was completed, 
this institution turned out to be a non-profit entity which had never managed a program of 
comparable complexity or size. In fact, AIDSCAP was larger than its "mother" 
institution-Family Health International (FHI). 

It is clear that FHI (and its subcontractors) have struggled with this extremely large management 
burden and unusually wide span of control. In the judgment of the HIV-AIDS Division staff, the 
areas of responsibility which appear to be most effectively carried out are areas where FHI had 
preexisting institutional expertise-i.e, biomedical and family planning experience. These areas 
of relative strength also seem to reflect the background of technical expertise of the AIDSCAP 
senior staff. The areas of responsibility where performance has been less strong, according to 
Division staff, are areas where FHI came to the project with less institutional experience and 
capacity, i.e., behavior change communications, behavioral research, and policy. Leadership 
positions for these AIDSCAP units were initially filled by employees of subcontractors or 
individuals recruited specifically for AIDSCAP, not senior FHI employees. There was 
significant turnover in these positions early in the project. 

Establishing a new program with this unusually heavy management burden and span of control 
may have fully absorbed AIDSCAP's management capacity, especially early in the project. It 
may also have discouraged AIDSCAP managers from being "flexible" to mission demands or 
"open" to new intervention paradigms. 



With expectations for impact, AIDSCAP tended to become an intervention- and 
operations-focused organization. In this context, learning activities such as behavioral research, 
pilot contextual approaches to HNIAIDS, and programmatic collaboration became lower 
priorities. 

USAID: The decisions on the structure and functions of AIDSCAP, which concentrated more 
responsibility in a single CA than previous USAID Global Bureau programs, were driven as 
much by USAID management concerns (such as limiting the number of USAID management 
units) as by technical considerations (ensuring that the highest quality of information and 
technical advice about this relatively new disease would be available for programs throughout 
the world fiom a single source). 

The design anticipated that the management of one large project would be more efficient than the 
Phase I bi-modal management structure, especially in reducing internal USAID documentation 
(procurement, budgeting, reporting). These management efficiencies were realized initially but 
have been lost in recent years due to the mid-stream conversion of AIDSCAP fiom a cooperative 
agreement to a contract, and the introduction of field support budgeting. 

The conversion from a cooperative agreement to a contract has had a significant negative impact 
on the capacity of AIDSCAP to carry out its program on schedule. It has reduced risk-taking and 
flexibility which are essential to a program addressing a new problem area where knowledge of 
the disease and how to prevent it are in their infancy, compared to other Agency programs. It has 
also significantly increased the documentation workload of USAID staff. 

The introduction of field support budgeting was a major "time-consuming distraction" in FY95. 
Combined with major budget cuts in FY96, field support budgeting is threatening to undermine 
the very viability of the AIDSCAP program, since funding for many core functions may not be 
available. 

Other ATSP CA Activities: Although 85% of ATSP resources have been devoted to AIDSCAP, 
HIV-AIDS Division managers have taken advantage of the remaining resources and the 
flexibility inherent in the ATSP umbrella-like structure, to fund new CAs. These activities are 
not duplicative of AIDSCAP activities and are probably best carried out by specialized 
organizations. Many of these CAs (UNDP, IPPF, ICRW, BuCen, UNICEF, Pop Council) have 
supported valuable behavioral or biomedical research or tested alternative models for addressing 
the epidemic and have added a great deal of value to the overall ATSP program effort. 

HIV-AIDS Division coordination of the ATSP has been primarily administrative in nature and 
the Division has not provided requirements, incentives, or mechanisms for AIDSCAP and the 13 
CAs to build programmatic bridges or to learn fiom each other. The Division has not viewed the 
ATSP as a programmatic whole, and therefore, the ATSP is little more than a sum of its parts. 

- - 



a. ATSP Responsiveness to Field Mission Need4 

Most USAID field mission personnel are not aware of the other components of the ATSP 
umbrella. With few exceptions, they view the HIV-AIDS Division portfolio as synonymous with 
AIDSCAP, and have little or no information on the results of most other CA activities or the 
availability of their services. 

Considerable fiiction was initially created by what missions perceived as the "Washington-only" 
design of AIDSCAP and the rather set program approach AIDSCAP initially expounded, 
especially for comprehensive country programs. Missions now feel that AIDSCAP has become 
more responsive to mission and country needs. 

Similarly missions initially felt that AIDSCAP was very centralized and bureaucratic in decision 
making. This complaint is now heard less often as decentralization in decision making and 
increased delegation of authority is occurring within AIDSCAP. 

All regional bureaus and many missions have utilized the AIDSCAP buy-in or OYB transfer 
mechanisms to finance designated country or regional level activities. Only seven missions have 
established bilateral HIVIAIDS projects which do not utilize AIDSCAP as the primary 
implementing agency. This homogeneity demonstrates that the Phase I1 design was successful in 
reducing the number of separate USAID management units. 

b. Evaluation 

No single evaluation system has been created for the ATSP as a whole. Therefore the HIV-AIDS 
Division will not be able to evaluate the impact of the umbrella ATSP program. However, the 
results of final evaluations of each CA grant or contract will be available over the next year to 
help guide the detailed design of Phase 111. 

Evaluating the impact of HIVIAIDS interventions is particularly complex and difficult given the 
nature of the disease (i.e., many people do not know their HIV status) and poor reporting due to 
continuing stigma in some quarters. Behavioral change, the heart of prevention interventions, is 
also very difficult to measure and not certain to endure. USAID knows less about HIVIAIDS 
than other technical areas (family planning, child survival, etc.) where it has had longer program 
history and where it has been able to aggregate and report significant program results. Given 
these realities, the HIV-AIDS Division (and Agency leaders) should be ckeful not to over 
promise results to Congress or to advocacy groups. 

USAID's and FHI's attention to measuring the impact of AIDSCAP's comprehensive country 
programs was almost certainly contributed to the lack of flexibility initially perceived in the 
AIDSCAP program. The adherence to the core package approach may have been due to the 
desire to gather and aggregate data fiom the comprehensive country programs for evaluation and 
reporting purposes, as well as certainty that a single recipe would achieve impact in all locations. 



The five-year time frame to establish and evaluate AIDSCAP sub-projects and country programs, 
is extremely tight. Even with a one-year extension, the Evaluation Team is concerned that 
without a major commitment of both financial resources and staff time, the rich data potentially 
available fiom the AIDSCAP effort will not be adequately analyzed and disseminated. 

c. Links to USAID Portfolio 

The ATSP Phase I1 designers did an excellent job of utilizing USAID's in-depth experience in 
family planning to design some of the components of AIDSCAP. ATSP buy-ins to Office of 
Population projects have been management-efficient ways to avoid unnecessary duplication and 
to encourage some family planning CAs to incorporate HIVIAIDS into their programs-at least 
on a pilot basis. 

The HIV-AIDS Division has not focused attention, until recently, on urging USAID to consider 
HIVIAIDS as a "development issue" rather than a "public health" issue. It is instructive that this 
broader approach to dealing with HIVIAIDS is more common in entities such as UNDP, 
UNICEF, and USAID's Africa Bureau (AFR), which do not receive their funding via sector or 
problem-specific functional accounts. 

d. HIV-AIDS Division Mana~ement of the ATSP 

The evaluation team asked ATSP CAs to evaluate the HIV-AIDS Division management of their 
agreement and the ATSP as a whole. The CAs gave the Division consistently high marks for 
technical guidance and global leadership, and consistently low marks for communication of 
overall ATSP status, issues, and opportunities, and for facilitating cooperation and teamwork 
within the ATSP. The Division's ability to help resolve operational problems was largely 
dependent on their project manager's knowledge of "the USAID way" of operating. 

These marks may be explained in part by the composition of the HIV-AIDS Division leadership 
and staff (usually characterized as highly motivated, technically qualified, and technically 
focused, but relatively inexperienced in USAID operations), and by the management style of an 
overburdened and underswed unit, which had little time for staff supervision, staff training, and 
internal coordination 

2. Substantive Appropriateness 

The technical focus of the Phase I1 program reflected a confidence that, in 1990, the public health 
community knew what worked in HIVIAIDS prevention and the program was ready to move 
fiom an experimentation phase (Phase I) to an implementation phase (Phase 11). Most 
knowledgeable observers believe that the three core strategies selected at the time of redesign 
were, and still are, appropriate and important components of any comprehensive HIVIAIDS 
program. Since process and outcome data from individual AIDSCAP sub-projects is not yet 
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available, it remains intuitive that an ideal program will combine multiple reinforcing strategies 
to maximize cumulative impact. 

STD diagnosis and treatment is now recognized as an essential biomedical strategy for 
HIVIAIDS prevention and reproductive health. The recent Mwanza study (see pg. 43) illustrates 
the potential impact of a syndromic approach to STD treatment, similar to that supported in field 
programs by AIDSCAP. In addition, the development and testing of STD diagnostics remains 
critical for the reduction of STDs in asymptomatic women. 

§om AIESCAP subprojects have suffered from the lack of consistent access to STD drugs and 
condoms. The assumption of the Phase I1 design that these commodities would be provided 
fiom non-ATSP sources, has not been valid in many cases. This has seriously undermined the 
potential impact of these sub-projects. 

While the three core strategies are still essential, they are no longer considered sufficient to make 
a sustainable impact on HIV transmission. There is now less certainty on how to achieve results 
from HIVIAIDS interventions than in 1991. There is a need to expand support for a broader 
response to HIV/AIDS to include the following substantive areas and approaches: 

Developing contextual interventions for HIVIAIDS prevention: The Phase I1 focuson individual 
behavior change is too simplistic an approach to a problem rooted in the context of strong 
social, cultural, and economic determinants. Although the AIDSCAP midterm evaluation 
noted the general absence of contextual interventions within the project, AIDSCAP and 
other CAs are still uncertain about what interventions are feasible, affordable, and 
relevant to achieve a sustainable impact on the epidemic. This uncertainty needs to be 
acknowledged without looking for quick programmatic solutions. 

Supporting a more "community-oraanizing" ap~roach to HIVIAIDS: In many countries 
community action is at the center of innovative and successful responses to HIVfAIDS. 
Given the complex socioeconomic and cultural context of HIV transmission, community- 
based groups are ,often best able to initiate appropriate responses to the epidemic, as well 
as to work with vuinerabie anci marginal populations. In the process of community 
mobilization, there is an opportunity to develop genuine local ownership and 
commitment to AIDS initiatives. Among the ATSP programs, only the Alliance and, to a 
limited extent, AIDSCAP, have supported community-organizing approaches to 
HIV/AIDS. 

Reaching beyond traditional "at risk groupsn to reduce women and aids' vulnerability to HIVIAIDS: 
Despite the escalating incidence of HNfAIDS among women, ATSP programmatic 
responses have remained too peripheral and under-resourced. Three CAs (ICRW, IPPF, 
AIDSCAP) have relatively small programs to specifically address women and girl's 
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prevention needs. It is now appropriate to build on these and other pilot activities and 
devote greater attention and resources to issues of gender and HIVIAIDS prevention. 

Supportina more expedient development and testina of vaainal microbicide: The timely 
development and testing of anti-microbials is largely constrained by limited financial and 
human resources, not by any significant conceptual or feasibility problems. Given the 
absence of a strong U.S. constituency for microbicide research, continued USAID 
leadership in microbicide development is a likely prerequisite for the timely development 
of new prevention technology, which could revolutionize HIV prevention efforts 
globally. 

Linkina HIVIAIDS prevention and care: The ATSP has funded prevention and control 
interventions but has explicitly excluded care initiatives for those affected by the 
epidemic. The underlying concern was that care activities wodd drain financial 
resources and thereby detract fiom priority prevention efforts. For communities now 
living with a mature epidemic, prevention and care are inseparable concerns. Cost- 
effective care activities should not be automatically excluded fiom the purview of 
Agency programs. Unfortunately, unlike other donors, USAID'S strong position against 
funding care has left it with few models or pilot activities to draw upon to plan for when 
and how to integrate prevention and care activities effectively and efficiently. 

3. The International HIVIAIDS Alliance 

The establishment of the Alliance was a worthy multi-donor objective embarked upon after 
carefbl analysis and consultation. The program, with some conceptual similarities to the 
International Planned Parenthood Federation (IPPF) in the field of family planning, appears to 
fill an important void by providing flexible assistance to small, community-based organizations, 
and by supporting the process of community mobilization. The Alliance has now been created 
with the support of the ATSP, and its program appears to be off to a promising start. Program 
impact and sustainability can only be measured after several additional years of activity. 

However, many of the assumptions related to funding sources and funding modalities appear to 
be off target. One hopes that a review of these assumptions is a primary focus of the donor 
evaluation of the Alliance, now being carried out, and that the subsequent evaluation 
recommendations concentrate on how to increase the chances for the long-term financial viability 
of the Alliance. 

4. ATSP Relationship with WHO/GPA and UNAIDS 

Valuable collaboration between WHOIGPA and the HIV-AIDS Division or ATSP CAs has 
occurred in the areas of data collection, evaluation, biomedical and behavioral research, and 
condom social marketing and supply. These collaborations occurred due to personal contacts 
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and through coordinated planning carried out by the HN-AIDS Division and WHOIGPA. There 
are a few minor reports of duplication of effort at the global level. 

The U.S. government, with technical support fiom the HN-AIDS Division, should take this 
unique opportunity to influence several issues related to the functions of the new UNAIDS. 
These issues include: intra-UN system funding; global research priorities, country-level 
coordination, rationalization of resources across countries; and evaluation. 

D. STRUCTURAL, PROCEDURAL, AND MANAGERIAL INFLUENCES ON THE 
CAPACITY TO ACHIEVE THE PROJECT OBJECTIVES 

Project success for USAID has been measured by whether a project achieves its purpose and all 
or most of its project outputs, as described in the project logical fhmework. (See page 70) 

Proiect Purpose: Following this methodology, our review of structural, procedural, and 
managerial influences concludes that the ATSP has an opportunity to achieve its project 
purpose-"to expand access to H N  prevention and control programs in developing countries" by 
"increasing the number, quality, and coverage of HIV prevention and control programs." 

The mere size of this largest of bilateral HIVIAIDS projects and its global focus made it likely 
that it could have a major impact on the number and coverye of HIV programs. While the 
ATSP is primarily associated with AIDSCAP, the program has actually funded a variety of 
activities carried out by other CAs, which have contributed importantly to increased coverage 
and the testing of alternative models. 

This team has not been charged with evaluating the technical auality of ATSP-funded activities, 
and therefore cannot assess whether the quality of prevention programs has improved because of 
the ATSP. It is clear, however, that improved quality was an essential consideration in the 
design of the comprehensive program approach, advocated globally by AIDSCAP. This 
approach is now accepted as providing greater impact than previous single intervention or 
piecemeal approaches. 

Once the AIDSCAP program was underway, however, it seems that operational needs became 
predominant as the comprehensive model was implemented in 15 priority and three major 
associate countries. Most of the behavioral research carried out by AIDSCAP and most of the 
biomedical research funded in Phase I1 of the ATSP, has not been available to influence the 
quality of Phase I1 interventions. 

Output #I - "Ten to fifteen full-scale HIV   rev en ti on and control Droarams ... conducted leadina to 
documented chanae~ ..." It seems very likely that this very important output, which addresses the 
heart of the Phase I1 ATSP program, will have been achieved at the end of the AIDSCAP and the 
ATSP Phase I1 programs. This is an extraordinary accomplishment. USAID defined a 
"comprehensive approach" to HIVIAIDS prevention and has attempted, in a concerted way, to 



implement this approach on a global scale. AIDSCAP has the structure and the resources to get 
this job done. While this team and others will cite deficiencies in program strategy, design, and 
execution, these comments should be kept in balance with the many benefits that the program is 
providing. 

The structure and procedures established to achieve this particular output were novel and 
therefore had significant teething problems. Structures and procedures were appropriate at the 
time the Phase I1 project was designed, and contributed very significantly to the likelihood that 
this output would be achieved. There is concern, however, that the sub-projects funded through 
this structure may not be sustainable at their present levels of effort once AIDSCAP is 
completed. 

Output #2 - "Application of behavioral research findinas to communication strateaies in priority countries ..." 
It appears unlikely that this output will be achieved. At best, the research results of a smaller 
than anticipated number of medium-term research activities will be available for later sub-project 
modifications or, more likely, for use in Phase 111. 

Both AIDSCAP and the HIV-AIDS Division implicitly demoted behavioral research as a priority 
as they became embroiled in the realities of managing a complex program which included both 
field and central bureau responsibilities. One can hypothesize that the ATSP behavioral research 
program would have been more successful if it had been carried out by specialized 
research-oriented CAs such as ICRW, with AIDSCAP willingly integrating research results, as 
appropriate, into programs and sub-projects. 

Output#3 - "Global PVOlNGO federation fthe Alliance! contributina to developina and exoansion of HIV 
prevention and control activities in priority and non-prioriw countries." In a broad sense, this very 
general output indicator has been achieved. The Alliance has been created and funded and, with 
its initial projects, "is contributing" to the expansion of prevention and control activities. ATSP 
(and other donor) resources and guidance have been instrumental to this initial success. While 
the program appears to fill a valuable niche, the financial sustainability of the Alliance appears to 
be in question-a topic being addressed in a multi-donor evaluation of the Alliance, presently 
underway. 

Output# - "Improved policies, es~eciallv with resoect to condom distribution and mass media 
communications, in priority and non-priority countries." The structure, processes, staffing, and 
management of the ATSP policy effort appear to provide no serious constraints to the 
opportunity for Output #4 to be achieved. Greater HIV-AIDS Division attention to policy and 
improved internal coordination for program-wide policy concerns should be considered for Phase 
111. It will be very difficult for the AIDSCAP final evaluation to determine whether "improved 
policies" are indeed in place because of AIDSCAP efforts. While some policy activities have 
been short-term in nature, most are long-term (adoption and use of methodologies, models, and 
analyses) and their results may not be readily apparent. The degree to which the program has 



ccmissed opportunities" for policy change will also be hard to ascertain unless these missed 
opportunities affect the viability of AIDSCAP program interventions. 

E. KEY QUESTIONS FOR THE FUTURE 

Of the many questions and issues addressed in this process evaluation, one stands out as a major 
issue being considered in the design of the Phase III ATSP: What should the structure of the 
Phase I11 program be? Should it be similar to Phase I1 or quite different? What have we learned 
about the strengths and weaknesses of the Phase I1 structure? 

Drawing fiom the text of this evaluation;the following appear to be the major strengths and 
weaknesses of the Phase I1 structure with a major keystone entity (AIDSCAP). 

1. Strengths 

The concentration of funds in a central USAID unit provides an opportunity to 
demonstrate global leadership and to engage the Agency in a new problem area. 
This approach ensures consistency throughout USAID in following a primary technical 
strategy for dealing with HIV/AIDS. 
The keystone organizational approach concentrates technical staff and should ensure 
quality control. 
Program knowledge of how to best carry out the three technical and supporting strategies 
of this comprehensive program is found in a single institution; rather than disbursed 
among a variety of CAs each with expertise in a particular core or contributing activity 
(STDs, condoms, policy, etc.). 
Working alone, the keystone organization ideally can ensure that all of the key activities 
of a comprehensive program are present, properly balanced, sufficiently funded, and 
designed to achieve synergy between the program components. 
The process of program evaluation is centralized. 
The keystone organization should be able to use state-of-the-art technical knowledge and 
learning fiom new research to influence operational interventions in the field. 
The number of USAID management units is reduced. 

2. Weaknesses 

Many of the theoretical strengths of the keystone project approach have been very 
difficult to attain in practice. 
Program responsibilities (central and field) are extremely broad for a single institution or 
consortium to carry out effectively. Success in carrying out these multiple 
responsibilities rests heavily on the management capacity, style, and procedures of the 
keystone organization. For example, AIDSCAPYs centralized procedures and style, at 
least in the first half of the project period, were not conducive to timely and flexible 
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decision making for field activities. However, they may have been valuable for quality 
contr01.~ 
The program was initially perceived to be unwilling or unable to adapt its model to the 
specific needs and constraints of priority countries. Programmatic rigor may have 
become program rigidity. 
Although AIDSCAP was asked to be an operational institution as well as a "learning" 
institution, its primary focus has been on its operational activities. Certain learning 
functions, such as behavioral research, have clearly had less priority than originally 
anticipated and probably would have been better performed by a specialized CA. 
Over the life of AIDSCAP, the program has been perceived to be slow to integrate or test 
new approaches suggested by experience elsewhere, or by new knowledge about the 
epidemic. 
AIDSCAP was asked to have "top of the line" expertise in many technical and 
managerial specialties (three core and supporting strategies, project design, management 
of a wide network of regional and country offices, etc.). Areas which received less 
priority and less funding had a significant turnover in leadership or long delays in filling 
vacancies. 
The keystone organization is often caught in the middle of technical or operational 
disagreements between USAID field officers who traditionally manage field activities 
and the HIV-AIDS Division, which has formal management responsibility for all 
AIDSCAP activities. 
The field support budgeting process threatens to undermine the viability of this approach 
since the level of funding fiom field missions for many core functions may fluctuate 
significantly fiom year-to-year. 
Effective use of the keystone model requires a procurement mode which encourages 
flexibility, risk-taking, and adaptability. This model is extremely difficult to implement 
as a USAID contract. 

3. Conclusion 

This evaluation team recognizes that it was not asked to review all the relevant information 
needed to make a firm recommendation on the structure for Phase 111 of the ATSP. This would 
require a much broader study of the implications of the downsizing of the Agency, which is 
presently occurring, as well as a clearer understanding of how field rnissi0.n personnel believe the 
new phase should be structured. However, as indicated in the list of key recommendations which 
follow in brief, we do strongly believe that $he set tin^ for the Phase 111 desig is very different 
than Phase I1 (in 1991), therefore the structure of Phase 111 should be different than Phase 11. For 

The three-layered AIDSCAP structure (headquarters, regional, field) resembled the USAID structure but 
did not mirror USAID'S more decentralized project approval and decision making processes. 
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these reasons we venture forward to outline the differences we see in the setting today and 
provide a list of recommendations for Phase 111. As requested, we have also listed additional 
recommendations for the remaining 18 months of the Phase I1 ATSP program. A full list of 
detailed recommendations is found in Section VII of the report. 

As the ATSP authorization terminates in 1997, a new phase of USAID HIVIAIDS activities is 
being considered. The Phase I1 strategy, designed in 1990, is in many ways outdated. A new 
strategy would be desirable even if the ATSP authorization was not terminating at this time. 
A new strategy is needed because: 

The impact of the epidemic is greater than anticipated in 199 1. A much wider population 
is now understood to be vulnerable to the disease. At the same time the societal and 
economic impacts are deeper and more systemic than anticipated. 

HIV/AIDS is now understood to be an extraordinarily difficult public health problem (as 
both a chronic and an infectious disease). The epidemic has not been and is not being 
prevented on any significant scale. There is no single proven formula for bringing about 
the sustained behavior change needed to limit the disease. Various combinations of 
biomedical, behavioral, and policy changes may be effective, but need to be tailored to 
specific countries and specific contexts within those countries. 

HIVIAIDS is here to stay. Therefore, increased donor attention to capacity building, 
sustainability, and continuity of efforts in the developing world is required. 

HIVIAIDS is now also recognized as a significant development problem and not simply a 
public health problem. 

USAID's financial and staff resources are diminishing. USAID is likely to be less 
dominant among the donors addressing HIV/AIDS in most developing countries in the 
future. Carefully coordinated donor strategies and country strategies will be needed. 

Overall donor resources .available for HIVIAIDS have plateaued and may decrease during 
Phase 111. New funding sources (local government, NGO, private sector, philanthropic) 
and anincreased focus on low-cost and sustainable actions will be needed. 



Operational and Programmatic Recommendations for Phase IJI (Please see Section VII 
for a more detailed list of recommendations.) 

Broad Participation: Ensure broad participation of a wider group of individuals, 
organizations, and institutions in the design and during the period of program 
implementation of the new ATSP. 

Realistic Program Duration: USAIDys vision of its Phase II response should not be 
artificially limited to the five- to eight-year period of a USAID Strategic Objective. Results 
in this SO should be seen as benchmarks of a long-term response. Phase I11 objectives, 
which should include building in-country capacity and sustainability, will require a long- 
term commitment. 

Limited Role of the Global Bureau: The Phase 111 structure should be more decentralized 
than in Phase 11. USAID-funded activities should be geared less to a central strategy and 
more to country-specific needs and capacities. The HIV-AIDS Division should focus on 
more traditional Global Bureau functions such as technical leadership, research with 
potential global applicability, donor and USG coordination, best practices, and lessons 
learned fkom global experiences. It should not normally include management of country 
program implementation. 

Flexibility Is Essential: A flexible.ATSP-like SO structure should continue to be used. 
Activities should be designed so that relatively flexible procurement modalities (grants and 
cooperative agreements rather than contracts) can be used. Global Bureau grants should be 
of modest size so that implementing agencies can focus on technical matters with limited 
management responsibilities. Funding a predominant keystone CA does not seem 
appropriate for both technical and management reasons. 

Greater Synergy and Coordination: Program coordination and interchange of 
findingslresults among the CAs in the Phase III portfolio should be a specific objective of 
COTRs and the HIV-AIDS Division. 

Comparative Advantage: USAID is unlikely to have the resources to support elements 
of a multi-intervention strategy in most countries. It should focus on supporting those 
elements of country or local strategies where the U.S. has special expertise and which 
smaller USAID missions can manage. (See suggested list in Section VI) 

Evaluation: The HIV-AIDS Division should not over promise the results of Phase 111. The 
emphasis needs to shift fiom demonstrating impact to include a more reflective evaluation 
and analysis of what is being learned. 

Country-level donor coordination: USAID should strive to encourage a broader range of 
funding organizations at the country level (more donors, foundations, private sector entities, 



voluntary agencies). Coordination becomes increasingly important under these 
circumstances. 

The Alliance: USAID should continue to support the Alliance financially and encourage 
structural and programmatic improvements. 

UNAIDS: USAID should continue supporting and working closely with UNAIDS, 
especially, in deciding research priorities, recommending best practices, and stimulating 
global policy discussions. USAID missions should support the role of UNAIDS in 
coordinating UN agencies in country; and should actively support whatever country-specific 
structure is most appropriate for country-level coordination. 

Substantive Recommendations for Phase III 

ATSP Technical Approach: Phase 111 should expand support for a broader response to 
HIV/AIDS beyond the current AIDSCAP technical strategies, and build on lessons fiom the 
pilot activities of other CAs. 

Contextual Interventions: The ATSP approach to HIVIAIDS prevention should be 
broadened to include "contextual interventions" that aim to identifL and change the relevant 
social, cultural, economic, and political factors that support AIDS-prone behaviors. 

Gender Focus: The ATSP must reach beyond narrowly defined "at-risk groups" to address 
the much larger population of women and girls who are vulnerable to HIV infection. 

Prevention and Care: USAID should abandon its rigid "prevention only" policy, so that 
programmatic prevention and care lmkages can be made when necessary to ensure the 
success of prevention programs. 

Community-organizing Approach: The ATSP should include a "community-organizing" 
approach to AIDS prevention and care. This approach would put greater control in the 
hands of communities to define local priorities and to assume central responsibility for 
program development, as well as implementation. This community focus would not be in 
lieu of, but would complement, activities carried out by the government and private sector. 

Microbicide Development: It is recommended that USAID develop a strategy for 
microbicide development that recognizes the unique role of the Agency in leveraging a 
product that will be appropriate for women in developing countries. 

STD Diagnosis and Treatment: A syndromic approach to STD treatment should be 
pursued aggressively. At the same time, the development and testing of STD diagnostics 
and treatment algorithms for the reduction of STDs in women should remain a priority. 



STD Drugs and Condoms: Phase I11 should ensure some mechanism for regular supply of 
STD drugs and condoms to future ATSP projects. 

Biomedical Research And Interventions: Several biomedical research areas and 
interventions may be relevant for Phase 111, ending perinatal transmission, tuberculosis 
prevention and control, vaccine development and testing, and cost-effective biomedical 
treatments for HIV-infected individuals. 

ATSP Recommendation for the Next 18 Months 

Evaluation of Phase I1 Results: The single highest budget priority for AIDSCAP over the 
next 18 months is to ensure that data and "lessons learned" are collected, analyzed, and 
disseminated. Dissemination of key results and lessons from all ATSP activities should be 
carefully planned and should be the shared responsibility of the CAs and USAID. 

Present and Discuss Lessons Learned by Theme: As the ATSP activities are coming to 
an end, the HIV-AIDS Division and the CAs should establish venues for the CAs to share, 
compare, contrast, and analyze their results and lessons learned by theme. 

The Alliance: The Division should ensure that the Alliance meets with the donor evaluation 
team to make known USAID'S vision of the Alliance (original and current) and USAID's 
views of Alliance activities to date. 

UNAIDS: Work closely with UNAIDS over the next 18 months to resolve several "teething 
problems" which relate to functions and funding. 

HIV-AIDS Division Staffing: Identie a program specialist or program assistant to carry 
out many of the bureaucratic tasks which were added to the workload of the AIDSCAP 
COTR when that activity was converted to a contract. 



I.  Introduction 

A. PURPOSE OF EVALUATION 

The purpose of this process evaluation of the 
AIDS Technical Support Project (ATSP) 
is to examine the degree to which the 
strategies, structures, organizational cultures, 
and mechanisms of the ATSP have been 
responsive to the epidemic and are 
supporting the achievement of project 
objectives. This evaluation was conducted in 
January through March 1996, approximately 
18 months before the termination of the ten- 
year authorization period of the ATSP, and as 
planning for a new program was being 
initiated. 

The specific outcomes requested fiom this 
evaluation are: 

Lessons learned to help future 
planning and implementation 

Guidelines for new project design and 
program structure 

Recommendations for structuring and 
managing the HIVIAIDS portfolio. 

This process evaluation will be followed by 
final project evaluations of AIDSCAP and 
each of the smaller 13 Cooperating Agency 
(CA) programs presently encompassed 
within the ATSP umbrella project. These 
evaluations will include careful reviews of 
whether the CAs have met their grant or 
contract "deliverables." This process 
evaluation, therefore, is not focused on CA 

Key ATS]t,Daites 

AugustZJ, 19B'- Amendment #3 
Authorization of Iifk-of;project w e  
fitndk&to $23 7 mil ?on; decrease 
regiodiafid bilated3 ~ ~ ~ r n  %i40 
S $32 milha) - 

January ZiQ,399;4 ; Amendment #4 
hcrease life&-project finding to $262 
million 

deliverables or the impact of individual CA projects. It is focused on the ATSP-wide program 
and macro-level issues. The individual CA programs and the approaches they represent are not 
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examined in any significant detail by the Evaluation Team except for AIDSCAP (which absorbs 
85% of ATSP funds) and the International HIVIAIDS Alliance (distinguished by being one of 
four "outputs" in the ATSP PP Amendment.) 

B. BRIEF HISTORY OF THE AIDS TECHNICAL SUPPORT PROJECT 

It has been approximately ten years since USAID developed its first response to the international 
HIVIAIDS epidemic. The past decade has seen significant changes in the worldwide 
epidemiology of HIVIAIDS, as the epidemic has advanced into new geographic regions and 
affected larger numbers of women and men in developing countries. Many individuals and 
organizations have dedicated tremendous effort toward reducing the spread and impact of 
HIVIAIDS, and have gained invaluable experience and insights regarding AIDS prevention. At 
the same time, there has been growing appreciation for the difficulty of preventing this disease, 
which is rooted in complex issues of sexuality, poverty, gender inequality, and discrimination. 
The worldwide impact of HIVIAIDS as a public health and development problem is still in its 
infancy and will undoubtably require long-term strategies and sustained commitment. 

Since 1986, USAID has been a world leader in the global response to HIVIAIDS. In September 
1986, the Agency provided its first grant to the World Health Organization's Special Programme 
on AIDS (later the Global Programme on AIDS). Within the next year, USAID drafted its first 
policy guidance on AIDS and launched the umbrella AIDS Technical Support Project (ATSP), a 
worldwide program focused on HIV/AIDS prevention. Phase I of the ATSP (1987-1 991) 
included support for two principle components: 1) the AIDS Public Health Communications 
Project (AIDSCOM), a $19 million contract with the Academy for Educational Development 
(AED); and 2) the AIDSTECH Project, a $28 million cooperative agreement with Family Health 
International (FHI). Phase I also provided funding to several smaller CA programs. The overall 
ATSP Phase I project purpose was to "support countries in formulating and implementing 
expanded and improved programs for AIDS prevention and control." . 

In 1990, USAID undertook an internal review and redesign of the ATSP. A major objective of 
the ATSP redesign was to develop a more strategically focused program that would have a 
measurable impact on HIV incidence upon project completion. This was prompted by a concern 
that under the previous project "resources were spread too thin to have a measurable impact on 
HIV incidence." To enhance the potential for measurable impact, the redesign technical strategy 
focused on the prevention of the sexual transmission of HIV and the use of "proven 
interventions" based on lessons learned during the previous three years of implementation. As 
described in the ATSP Project Paper Amendment No. 2, the four proven interventions are 
"increasing demand for condoms, increasing access to condoms, partner reduction, and diagnosis 
and treatment of sexually transmitted diseases." 
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Phase I1 of the redesigned umbrella ATSP (1 992-1 997) includes support for one large keystone 
component, the AIDS Control and Prevention Project (AIDSCAP). This $168 million 
cooperative agreement was awarded to FHI to support the local capacity of developing countries 
to prevent and control HIV. It also provides funding to several smaller programs with other CAs, 
who have unique missions, capabilities, or linkages. A list of the current ATSP CAs is found 

* immediately below. USAID contributions to WHOIGPA and UNAIDS are independent of 
ATSP, but are planned and managedby the HIV-AIDS Division who also manage the ATSP. ~ - -  - - - - - -  - - -  - -  - - - - -  ~ - - - ~  

As Phase II of the ATSP approaches completion (August 26,1997), the HIV-AIDS Division is 
conducting a thorough review of the ATSP, as well as a broader examination of the evolving 

t field of HIV/AIDS prevention. The review process was designed to ensure the participation and 
- ~-~ - - - -  - - ~  - - - - -  ~ bpdt-of-mmy- sorm& a i v i d d s  aP1ddeTg&&iOITSvsrkirng &bo'& &ei&iod & - 

domestic I-IIVfAIDS arenas. The ccprocess evaluation" communicated in this report represents 
one component of the overall review process. 

Current ATSP Cooperating Agencies 

Bureau of the Census 
Centers for Disease Control 
Family Health International (AIDSCAP) 
International HIV/AIDS Alliance 
International Planned Parenthood Federation 
John Snow International (FPLM) 
MACRO International Inc. @HS) 
National Council for International Health 
National Institute of Allergy and Infectious Diseases 
The Population Council 
Program for Appropriate Technologies in Health 
United Nations Children's Fund 
United Nations Development Programme 
United States Peace Corps 
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C. EVALUATION METHODOLOGY 

The AIDS Technical Support Project (ATSP) is an extraordinarily large and complex USAID 
project. The ATSP was initially authorized in 1987. During its nine-year life approximately 20 
CAs involved in Phases I and I1 have expended over $260 million. Three of these CAs have 
dominated the program: AIDSTECH and AIDSCOM during Phase I (1987-1991) and 
AIDSCAP during Phase I1 (1 992- 1996). 

The evaluation team faced a considerable task in structuring their work to respond to the multiple 
issues included in the evaluation scope of work (Annex 1) in the limited time available. 

In consultation with the HIV-AIDS Division leadership, the team decided to approach the scope 
by carrying out the following analyses: 

Project Operational Appropriateness, Section I1 
Project Substantive Appropriateness, Section I11 
A review of The International HIV/AIDS Alliance, Section IV 
A review of the ATSP Relationship with WHO/GPA and UNAIDS, Section V. 

Using these analyses a summq cha~ter (See Section VI) was then prepared which assessed the 
impact of structural, procedural, and managerial influences on the capacity of the revised project 
to achieve its Project Purpose and its four "Project Outputs." 

The data gathering and analysis phase of the evaluation was carried out in January and February 
of 1996 when the full evaluation team was assembled. Data was collected via: 

Interviews with over 50 key informants. Team members traveled to Atlanta, Geneva, 
London, New Haven, and New York (as well as across the Washington metropolitan 
area) to conduct these interviews. Telephone interviews were conducted with individuals 
that could not be visited by the Team. A list of persons interviewed or contacted during 
the evaluation process is found in Annex 3. To ensure continuity in data gathering, a list 
of core questions was prepared by the full team. Portions of this list were used, as 
appropriate, in interviews conducted by the various team members. The list of core 
questions is provided in Annex 5. 

Review of project documents provided by the HIV-AIDS Division and by the 
Cooperating Agencies. A list of materials reviewed is found in Annex 2. Given the 
limited time available for primary data collection, the team benefited enormously from 
the previous in-depth evaluations of most of the CA projects. 

Health Technical Services Project 



Process Evaluation of the AIDS Technical Support Project ( A m )  

Responses to a questionnaire sent to 30 USAID missions or offices overseas. (The 
questionnaire and a list of respondents is found in Annex 6.) 

Based on the findings of the data gathering and analysis phase, the team members prepared, 
debated, and agreed upon sets of conclusions and recommendations related to each major 
evaluation component. The team also agreed upon cross-cutting conclusions and 
recommendations. The team presented these draft conclusions and recommendations in briefings 
with USAID staff and CA officials in late February and benefited fiom a number of comments 
and corrections provided orally at the briefings and later in writing. 

A draft evaluation report was prepared in March and was transmitted to all of the ATSP 
cooperating agencies, key USAID officials, including all interviewees. The draft report was 
transmitted with a cover letter fiom the HIV-AIDS Division Chief which invited comments and 

- - - - -- - - x~tbections-and offered to include any responses verbatim in an annex to the evaluation report. 
The final report was prepared after receipt of the comments fiom several sources. Only one 

rl) respondent organization asked that its comments be included in the evaluation report and these 
valuable comments are found in Annex 7. 
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II. Project Operational Appropriateness 

A. PROGRAM STRUCTURE 

1. Phase I(1987-1992) 

USAID's initial response to the HIVIAIDS epidemic in 1985-86 was to transfer funds ($2.5 
mil1ion.yea.r) to WHOIGPA to support coordination, surveillance, and planning activities. 
However, as the scope and impact of the epidemic gradually became more apparent, the Agency 
realized that it should also respond directly to needs being identified by the Global Bureau and 
field missions. The initial Agency AIDS policy stressed that missions should use existing field 
projects rather than create new bilateral projects to address AIDS. Supporting this policy, two 
new Global Bureau projects with worldwide scopes, ALDSCOM and AIDSTECH, were quickly 
designed and sequentially authorized in 1987 within a single umbrella project structure-the 
ATSP. 

AIDSCOM was designed by the Global Bureau's Education Office in order to draw upon, and 
make available to field missions, program knowledge in behavior change communications gained 
fiom Agency-funded projects in child survival, family planning, and drug awareness. 

The purpose of AIDSCOM was "to develop and demonstrate eflective strategies and 
methods in communications. The project strategy was "to apply the strategic and 
methodologicalJi.ame of reference for communications, detailed in the Contract and 
based on accumulated USAID experience, in support of a success&l communication 
strategv for AIDS" (AIDSCOM Mid-term Evaluation, 1989). 

Principle activities were: a) sustained operations research in up to Jive emphasis 
countries in each of three regions; b) technical assistance in development of 
communication programs, including research, social marketing, training, 
communications management, and behavioral analysis; c) dissemination offindings; 
and 4 other activities." (AIDSCOM Mid-term Evaluation, 1989) 

AIDSTECH was designed by the fledgling AIDS unit in Global's Office of Health, now the 
Office of Health and Nutrition. Its project purpose was "to support developing countries in 
prevention and control of AIDS." The AIDSTECH strategy, as described'in 1989 was: 

"to develop an institutional base capable of mobilizing broad support;flexible enough 
to respond to the new and evolving AIDSproblem; to develop a critical mass of 
personnel who can quickly respond to needs; a specialized institution capable of 
providing long-term AIDS support in all regions. " 
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AIDSTECH activities were: 

"technical support in such specialty areas as a) program design/administration; 
epidemiology, morbidity surveillance, HNscreening, and health financing; b) applied 
research, including surveys and surveillance, operations research, delineation of 
transmission modes, field testing of interventions; c) training; 4 provision of equipment 
and commodities; and e) information dissemination." 

These projects were designed at a time when the Agency, its collaborating institutions, and host 
country counterparts were all in a "learning mode." At the same time preventative action was 
felt to be urgently necessary. These organizations were "building their boat while sailing it.. . 
and while taking sailing lessons" (attributed to WHOIGPA director Jonathan Mann and extended 
by Bill Lyerly, Afiica Bureau, USAID (AFR)). 

AIDSCOM and AIDSTECH were well designed to allow USAID to respond to the epidemic at 
the field level. The projects provided assistance to experimental and pilot activities and the 
scope of assistance was very broad and flexible. In addition, the projects were administratively 
easy for USAID missions to utilize. 

The AIDSTECH and AIDSCOM sub-projects were the first donor activities in most countries 
which dealt directly with at-risk groups such as commercial sex workers and men who have sex 
with men. They served to educate USAID staff as well as host-country governments about these 
vulnerable populations, and to open the door to longer-term contact and collaboration. 

The initial AIDSTECH focus on blood screening, a form of transmission recognized by 
ministries of health and most medical establishments as within government purview, was often 
used to open the door to discussions and eventually to activities which addressed more sensitive 
aspects of the epidemic. 

The AIDSTECH and AIDSCOM activities were often the only donor-funded AIDS prevention 
activities in a country. They served to provide information and optimism about the potential for 
broader responses to the epidemic. These efforts left behind: 

Case studies of pilot activities and interventions carried out in collaboration with 
governments, NGOs, and the private sector (e.g., AIDS in the workplace) 

Examples of communication materials and media campaigns 

Greater host government willingness to address AIDS issues 
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Some improved institutional capacity, especially among NGOs 

A network on contacts later used by FHI to jumpstart AIDSCAP activities in some 
countries. 

Less positively, the program structure and design lacked strategic focus. Activities were 
"piecemeal" and resources were too small to have more than marginal (and demonstrative) 
impact. In addition, AIDSCOM and AIDSTECH had overlapping scopes of work in the area of 
"behavior change communication," a duplication which was recognized by USAID but not 
resolved. The overlapping responsibilities led to confusion and open rivalry between 
implementing organizations. As stated in the final AIDSCOM/AIDSTECH evaluation, the bi- 
modal approach "occasioned confusion and inefficiency and engendered competition between the 
two projects." 

During Phase I the ATSP was also used to h c e  the activities of a small ~ o u p  of CAs which 
had distinct roles which supplemented and did not significantly duplicate the work of AIDSCOM 
and AIDSTECH. The Bureau of Census (BuCen) gathered and published global data on the 
epidemic; National Institute for Allergies and Infectious Disease (NIAID) provided research 
grants and support to research partners overseas; and Centers for Disease Control and Prevention 
(CDC) provided technical support to missions, especially in surveillance and epidemiology. 
While there was no duplication of effort, there was also no apparent effort to engage these CAs 
in a broader coordinated effort to address ATSP "program" objectives. The whole of the ATSP 
was simply the sum of its parts. 

2. Phase I1 (1991-1997) 

According to interviews with USAID staff, the decision to redesign the ATSP in 1990-1991 was 
due to: a) a growing realization in USAID management that rivalry between the major Phase I 
CAs was seriously eroding potential project impact as well as Agency credibility; b) a desire to 
have a more strategically focused program which could have a measurable impact on the spread 
of the epidemic; c) an increasing certainty in the public health community that an appropriate 
package of cost-effective interventions had been identified through Phase I research and pilot 
activities. 

The redesim process was led by the chief of the HIV-AIDS Division, working with the "AIDS 
Cluster," a working group which included representatives from three Global Bureau Offices 
(Health, Population, Education) and the AIDS coordinators fiom the regional bureaus. This was 
essentially a USAID/Washington (USAIDIW) group, and did not include field mission personnel 
or representatives fiom outside USAIDIW. Nevertheless, the broad representation fiom within 
USAID/W was quite unusual for that time, "revolutionary" in the terms of one participant. 
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The redesign was done quickly. Once the decision to redesign the ATSP was made, it was felt 
that the process had to be concluded quickly so that, after competitive bidding was completed, 
FY91 funds could be used for Phase 11, rather than terminating Phase I programs. This palpable 
need to move quickly led to the key decision to revise the existing ATSP rather than request 
Agency approval for a new project. In practical terms this meant retaining the existing project 
authorization, ten-year time frame, and goal and purpose statements. This decision effectively 
limited Phase I1 activities to the remaining five years of the original ATSP authorization period. 

Several "circumstantial" factors also strongly influenced the redesign: 

Increasing levels of USAID funding were being earmarked for HIVIAIDS by Congress. 
The earmark had increased fkom $2.5 million in FY86 to $20.6 million in FY90; 

There was continued concern within the Agency that mission demand for HIVIAIDS 
earmarked funds would not approximate the Congressionally-mandated supply of funds. 
If USAID did not demonstrate that it could absorb these resources, a higher proportion 
might be earmarked for WHOIGPA or for other USAID programs (i.e., Child Survival); 

Senior management was focused on reducing the number of management units (or 
separate projects) throughout USAID; and 

The number of U.S. direct hire (USDH) technical staff in the Agency was being gradually 
reduced. 

According to USAID staff involved with the redesign, only three structures were seriously 
considered for the revised ATSP: 

A unipolar, keystone, or flagship model managed by the Global Bureau 

A second attempt at a bipolar model, with separate responsibilities for biomedical and 
behavioral interventions 

Regional projects focused on Afica, Latin America and the Caribbean, and Asia. 

The bi-polar option was rejected for being too similar to the failed model for Phase I and because 
it demonstrated no reduction in the previous number of management units. 

The regional option was rejected for structural and technical reasons. Structurally, USAID 
"regional" projects are traditionally managed by their respective regional bureaus. The Global 
Bureau wanted to maintain control of the Agency's HIV/AIDS portfolio, in part to ensure that a 
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cohesive, technically-appropriate approach was applied consistently throughout the Agency. 
Technically, it was argued that HIVIAIDS was not fundamentally different fiom one region to 
the next. The regions were in different stages of a single epidemic. The technical responses to 
the epidemic would not vary significantly in the different regions. 

The w o l a r ,  keystone model was determined to be most appropriate. It addressed management 
concerns by: 

Reducing the number of management units in the HIV-AIDS Division fiom two to one, 
and requiring fewer USDH staff as project managers; 

Creating a structure that could encourage field mission demand to use HIVIAIDS funds 
while ensuring in the short-run that Congressionally-mandated funds could be obligated 
by a large, multi-dimensional central program; and 

Creating a structure where all major responsibilities for a comprehensive program could 
reside with one CA. 

Technically, the model was seen to be advantageous because it: 

Gave the responsibility for designing interventions with biomedical and behavioral 
components to a single institution; 

Ensured quality control as the primary model was being implemented and made it easier 
for new learning to be integrated into organizations; and 

Eased the task of establishing a program-wide evaluation system to report results of 
worldwide HIV/AIDS activities to Congress. 

The Phase I1 unimodal structure with both central and field responsibilities for a global program 
has placed unprecedented responsibilities and resources in the hands of a single USAID-funded 
implementing agency-AIDSCAP. The AIDSCAP structure is the most managerially complex 
of all Global Bureau projects. 

Central Responsibilities: AIDSCAP is responsible for central bureau project functions typically 
divided among a host of more specialized cooperating agencies. According to its designers, 
AIDSCAP was to be a "center of all truth and knowledge." These functions include: 

Providing a locus of state-of-theart technical expertise and best practices in several 
technical areas: STDs, condoms/social marketing, behavioral change communication, 
and policy 
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Carrying out or financing behavioral and other research of global interest and significance 

Conducting program wide evaluation and reporting. 

Field Responsibilities: At the same time AIDSCAP is responsible for major field-level 
responsibilities: 

Designing, monitoring, and evaluating "comprehensive multi-year programs" in 15 
priority countries throughout the world 

Providing short-term technical support to a host of associate country programs. 

These tasks are normally performed by separate contractors or grantees and are designed and 
monitored by USAID mission staff in each country. 

As one senior public health specialist told the Evaluation Team, "AIDSCAP was asked to do too 
many thing: strategy, project design, evaluation, implementation, to be center of learning and a 
center of technical excellence." There is no evidence that USAID seriously studied the 
administrative feasibility of the Phase I1 structure during the project design. Although most 
Project Papers prepared in field missions must contain an administrative feasibility analysis, this 
is not common among-Gllobal Bwrea~proJects,The reyised ATSP PP host-certainly would 
have failed this feasibility test. 

AIDSCAP's funding mechanism originally required a combination of Global Bureau funds for 
core operations and funds fiom field missions or regional bureaus (provided through "buy-ins" or 
"add-ons") for direct field activities. Field missions have therefore been asked to transfer a 
significant portion of their budget (and their traditional field management authority) to the 
Global Bureau. This approach functions most smoothly if before the program is initiated there is 
a common understanding of the proposed program approach and structure among the 
participating USAID entities. Many field missions, and at least one regional bureau, did not feel 
that this prior consultation was adequate. Early in the program some missions felt that they had 
too little authority, and AIDSCAP too much, in the design of a country program financed 
primarily with mission funds. A few missions (e.g., Zambia, Caribbean Regional Program) 
consequently opted out, deciding to carry out their own bilateral programs independent of 
AIDSCAP. 

The Phase I1 structure placed a huge management burden on a single institution-which after 
bids were reviewed, turned out to be a non-profit entity who had never managed a program of 
comparable complexity or size. Indeed AIDSCAP was larger (and perhaps more complex) than 
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its "mother institution, Family Health International. FHI's wining bid also included nine 
subcontractors, which would help shoulder the burdens of this complex program design. While 
these institutions have certainly contributed to carrying out project responsibilities in their areas 
of specialization, the responsibility for overall program management has rested with FHI. 
Indeed, coordination of the work of nine subcontractors ~ - - may have increased FHI's overall 
management burden. 

It is clear that FHI has struggled with this extremely heavy management burden and unusually 
wide span of control (as would any Private Voluntary Organization (PVO)). The midterm 
evaluation found the AIDSCAP management structure to be too centralized and multi-layered 
and strongly recommended decentralization, delegation of some decision making, and reduced 
field reporting requirements. USAID staff familiar with the project also indicated that FHI's 
management style tends to be centralized and hierarchical, contributing to a perception of 
AIDSCAP as rigid and bureaucratic. 

Although a final project evaluation of AIDSCAP (including project impact) will be carried out in 
the future, areas of AIDSCAP responsibility, which USAID staff believe are most effectively 
carried out, are areas where FHI had prior institutional expertise and commitment based upon its 
biomedical and family planning experience-especially biomedical interventions such as STD 
diagnosis and treatment, biomedical and epidemiological research, and condom promotion. 
These areas of strength also seem to reflect the background and technical expertise of the 
AIDSCAP senior staff. 

The responsibilities where AIDSCAP performance is perceived by USAID staff to be less strong 
are areas where FHI came to the project with less institutional experience and capacity: behavior 
change communications, behavioral research, and policy. Initially, the leadership positions for 
these technical areas were filled by employees of subcontractors or individuals recruited 
specifically for AIDSCAP (i.e., not senior FHI employees). The first three technical areas, 
coincidentally, had turnover of senior leadership early in the project or lengthy periods while 
leadership positions were not filled. 

Two members of the AIDSCAP Technical Advisory Group (TAG) volunteered to the Team that 
they felt AIDSCAP had not taken sufficient advantage of the talents and capacities of 
subcontractors, and that FHI seemed reluctant to give effective responsibility and 
decision-making authority to non-FHI employees of AIDSCAP. 

A growing number of smaller CAs have been funded under the Phase II ATSP program 
umbrella. Several of these small CA programs have been particularly timely and innovative, and 
probably would not have been created or continued in the absence of ATSP funds. For example: 
ICRW's research on women and AIDS; the Population Council's research on microbicides; 

' 

IPPF's integration of HIV/AIDS into family planning activities; and UNDP's and UNICEF's 
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exploration of new approaches to HIV/AIDS interventions. These CA programs have been 
additive and have not duplicated AIDSCAP program activities. In the Evaluation Team's 
judgment, responsibility for these discrete activities was correctly parceled out to separate CAs 
with specialized expertise and delivery mechanisms, rather than adding them to AIDSCAP's 
Scope of Work (SOW). 

Some CA activities were the fruition of needs recognized by the HIV-AIDS Division (e.g., STD 
diagnostics network); others represented unsolicited proposals for financial support (e.g., 
microbicides research). Some originally-funded CAs were dropped after critical evaluatiohs or 
when USAID funds were no longer essential. 

Funding for the 13 smaller CAs presently constitutes about 15% of the ATSP budget, roughly 
the same proportion allocated to the smaller CAs in Phase I. AIDSCAP absorbs the remaining 
85%, the same proportion AIDSCOM and AIDSTECH absorbed in Phase I. When "excess" or 
"additional" HIVIAIDS funds become available to the Division at the end of a fiscal year, we are 
told that these funds have almost always been allocated to AIDSCAP rather than to any of the 
smaller CAs. 

As in Phase I, while there was no duplication of effort between AIDSCAP and the smaller CAs, 
the HIV-AIDS Division did little to encourage programmatic cooperation among, or between, the 
CAs. The whole of the ATSP was still essentially the sum of its parts. 

B. LIFE OF PROJECT 

The ATSP project was structured fiom its initiation to encompass the complete portfolio of the 
HIV-AIDS Division, with the exception of transfers to WHOIGPA. The project authorization 
was broadly written and has, over'nine years, been amended (four times) to increase the ATSP's 
obligation ceiling fiom an initial $38 million to $264 million. 

The ATSP initially utilized almost all USAID funds for HIVIAIDS, and in its ninth year this one 
project still encompasses an unusually high proportion (55%) of total funds expended within 
USAID to address a single program area3. In most other program areas (with the exception of 
family planning) field missions and regional bureaus manage most Agency funding, while the 
Global Bureau manages less than 25 percent of the Agency total. The size of the ATSP and its 
management by one USAID unit has given the program unusual opportunities for leadership 

3 ~ h e  FY 95 W A I D S  target was 11% of the $1 19,686,000, of which $27,750,000 was transferred to 
WHOIGAPA. Of the remaining funds ($91,936,000) a total of $50,821,742 was directly allocated to the ATSP 
($35,993,884) or was transferred to the ATSP ($14,877,998) via mission buy-ins. 
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within USAID, and unusual visibility and authority outside the Agency. The ATSP is the single 
largest project in the Global Bureau, and probably the largest within all of USAID. 

This programmatic leadership within USAID has been particularly important since many field 
missions initially had relatively little information or experience with AIDS and were often 
reluctant to transfer mission-managed funds and scarce staff time fiom their long-term priority 
programs (child survival, family planning) to a new, and hopefully short-lived epidemic. 

Central bureau management of the bulk of the USAID podolio may have also given the HIV- 
AIDS Division greater authority in discussions with other donors (such as WHOIGPA) on how 
donor programs addressing this new disease should best be structured and coordinated. 

ATSP funds have been obligated by means of direct agreements between the Global Bureau and 
the CAs or implementing agencies. This was particularly important in the early years of the 
epidemic because many field missions obligated most or all of their funds through agreements 
with their host country government-govemments which often denied the very existence of 
HIVIAIDS in their country. The ATSP structure gave these missions the flexibility to use non- 
mission Global Bureau programs to carry out activities in their countries without host 
government countersignature. Importantly, it also gave the missions the flexibility to work 
immediately and directly with local non-governmental organizations (NGOs) and the private 
sector entities who had recognized and were prepared to address the epidemic. 

With its size and complexity, the ATSP is more properly viewed as a major USAID program 
than an USAID project. Its structure is similar to USAID's newly instituted "reengineering 
approach" to programming. In this new system, once the overall objective-the Strategic 
Objective-has been approved by higher authority, h d s  can be moved with relative flexibility 
by program managers fiom activity to activity within a broad program framework, and new 
activities can be initiated without lengthy bureaucratic delays. The ATSP was, in effect, a 
precursor Strategic Objective program, and has been an ideal structure to give the HIV-AIDS 
Division the opportunity to respond flexibly as the Agency (and the world) learned more about 
HIV/AIDS and how best to programmatically respond to it. 

The authority to add new activities (via agreements with new CAs) or to amend existing 
activities within the ATSP budget ceiling, has been very decentralized at the level of the HIV- 
AIDS Division Chief. These CAs have, by and large, been positive additions to the ATSP 

, - - --  - progsm -m$~t.hecumber--r>f separate man~gsrnmtrnni~w~th the w e d l  ATSP prtfolio is 
within the management capacity of the HIV-AIDS Division. Program flexibility is, of course, 
not always well utilized. From a purely cost standpoint one can question whether, over the 
course of the ten-year life of ATSP, three large implementing agencies (AIDSTECH, AIDSCOM 
and AIDSCAP) should have been created and dismantled. Each organization had major start-up 
and close-down costs and each had only five years to achieve its objectives. Lessons learned by 
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one institution are not necessarily absorbed by a second. Much of the learning about behavior 
change communications from AIDSCOM may have been lost or undervalued in the move to a 
single Phase I1 implementing agency. 

There is little debate, however, about the technical appropriateness of changing the focus of the 
ATSP and its primary implementing agencies in 1991 (moving to Phase 11), given changes in 
knowledge of the epidemic, how to address it, and given the serious problems with the Phase I 
structure. 

Conclusions: 

Phase I- -. 

AIDSCOM and AIDSTECH were well designed to allow USAID to respond to the epidemic 
at the field level through: experimental and pilot activities responding to country-level 
needs and opportunities; flexible program content; and simple administrative and financial 
mechanisms for USAID missions to use. 

These early USAID-funded efforts, which were often the only donor-funded HIVIAIDS 
activities in a country, served to educate USAID staffers as well as host country 
governments and other entities about HIVIAIDS, placed them in contact with at-risk groups, 
and served to provide information and optimism about intervention options. 

These Phase I efforts left behind: greater host country willingness to address AIDS issues; 
some institutional capacity among NGOs; case studies of pilot interventions; and a network 
of contacts later used by FHI to jumpstart AIDSCAP activities in some countries. 

Less positively, the program structure lacked strategic focus, and resources were too small to 
have more than marginal (and demonstrative) impact. 

Much of the learning about behavior change communications from AIDSCOM may have 
been lost or undervalued in the move to a single Phase I1 implementing agency with 
multidisciplinary responsibilities. 

The bi-modal structure of AIDSCOM and AIDSTECH, with overlapping scopes of work 
(which USAID management did not resolve), led to confusion, open institutional rivalry and 
program inefficiencies. 

Other CAs initially funded during this phase (CDC, BuCen, ICRW, NCIH) had distinct roles 
which supplemented the work of the two major implementing agencies. 
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Phase II: 

In 1990-9 1, the ATSP was revised in the following setting: a) USAID management was 
convinced that rivalry between the major Phase I CAs was seriously eroding potential project 
impact and Agency credibility; b) Agency leadership was focused on reducing the number of 
management units; c) gradual reductions in USDH technical staff were occurring; d) increasing 
levels of funding were being earmarked for HIV/AIDS by Congress with requirements for 
USAID to report on program impact; e) management was concerned that mission demand for 
HIVfAIDS earmarked funds would not approximate the Congressionally-mandated supply of 
funds; and f) there was an urgency to design a revised project within the current fiscal year. 

1. The unique Phase I1 design was strongly driven as much by this combination of management 
concerns as by technical considerations. 

2. The Phase I1 design was essentially prepared "in-house" (within USAID/W). The decision 
to quickly design a new program limited opportunities for a wider consultative process about 
both the technical focus of Phase I1 and the centralized approach to program management. 

3. The unipolar or keystone model was chosen for Phase I1 because it would: a) reduce the 
number of HIV-AIDS Division management units and USDH project managers; b) stimulate 
mission demand for use of HIV/AIDS funds; c) establish a program-wide evaluation system; 
d) give the responsibility for both biomedical and behavioral program components to a 
single institution; and e) provide a clear model for use throughout the Agency on how best to 
address HIV/AIDS. 

4. The revised structure placed unprecedented responsibilities and resources in the hands of a 
single USAID-funded implementing agency-AIDSCAP. AIDSCAP was responsible for 
typical central bureau project functions: such as design, monitoring, and evaluation of 
"comprehensive country programs" in 15 priority countries, and provision of technical 
support to a host of associate country programs. This structure was much more centralized 
than programs in other central bureaudivisions or offices. The program has managed an 
unusually high proportion of overall Agency funds (50-60%) devoted to a single problem 
area or sector. 

5. aDSCA& funding mechanism was complex5 requiring a combination of Global Bureau 
and mission h d s .  More mission participation in the Phase I1 design and a common 
understanding of the program approach and structure among all USAID entities, before the 
program was initiated, would probably have reduced the number of AIDSCAP start-up 
problems. 
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6. The size of AIDSCAP gave extraordinary visibility to the program and may have raised 
expectations of performance beyond levels that were possible. 

7. The revised structure centered the huge management burden of a very complex global 
program on a single institution-an institution which, after bids were reviewed, turned out 
to be a non-profit entity which had never managed a program of comparable complexity or 
size. AIDSCAP was larger (and possibly more complex) than its "mother" institution-FHI. 
There is no evidence, however, that USAID seriously studied the administrative feasibility 
of the Phase I1 structure as the project was being redesigned. 

8. Although a frnal project evaluation of AIDSCAP (including project impact) has not yet 
taken place, it is clear that FHI has struggled with this extremely heavy management-wide 
span of control. In the judgement of HIV-AIDS Division staff, the areas of responsibility 
which appear to be most effectively carried out are ones where FHI had preexisting 
institutional expertise based upon its biomedical and family planning 
experience-biomedical research, condoms, and STD diagnosis and treatment. These areas 
of strength also seem to reflect the background and technical expertise of the AIDSCAP 
senior staff. The areas of responsibility where HIV-AIDS Division staff believe AIDSCAP 
performance has been less strong are areas where FHI came to the project with less 
institutional experience and capacity: behavior change communications, behavioral 
research, and policy. 

9. Establishing a new program with this unusually heavy management burden and span of 
control may have fully absorbed AIDSCAP's management capacity, especially early in the 
project, and may have discouraged managers fiom being "flexible" to mission demands or 
"open" to new intervention paradigms. 

10. A growing number of smaller CA programs (13) have been funded fiom the ATSP. These 
programs have been additive to the AIDSCAP keystone project, rather than duplicative, and 
are most effectively carried out by separate CAs with specialized expertise and delivery 
mechanisms. 

Life of Prqiect: 

1. ATSP is a good example of how central bureau leadership has successfully engaged the 
Agency in a new problem area that some Agency units were initially reluctant to address. 

2. The very large size of ATSP and its management by one USAID unit (the HIV-AIDS 
Division) provided an opportunity for the Agency to demonstrate global leadership and to 
encourage other donor participation in addressing the epidemic. 

Health Technical Services Project 



Process Evaluation of the AIDS Technical Support Project (AISP) 

The overarching ATSP project (really a program) structure was ideal in giving USAID the 
opportunity to respond flexibly to a growing body of information and experience about a 
new problem area such as HIVIAIDS. 

Obligation of funds at the Global Bureau level gave missions greater flexibility in working 
with NGOs and the private sector than would have otherwise been the case. 
This was especially important since host government recognition of the problem usually 
lagged recognition by NGOs and the private sector. 

HIV-AIDS Division leadership has increasingly taken good advantage of ATSP's flexibility 
to h d  new activities which respond to the evolving needs of the epidemic. These small 
grants have often been critical in supporting new ideas and alternative models that almost 
certainly would not have been carried out. 

Over the past nine years, the ATSP will have been used to create and dismantle three large 
U.S.-based programs (AIDSCOM, AIDSTECH, AIDSCAP), each with only five years to 
achieve its objectives. Although this has been expensive, changing the focus of the ATSP 
and its primary implementing agency in 1991 was appropriate given changes in knowledge 
of the HIVIAIDS epidemic and how to address it, and the serious problems with Phase I 
operations. 

The five years left in the ATSP authorization for Phase I1 were an extremely short period to 
establish a new, complex organization and achieve measurable impact. 

ATSP Coordination 

The ATSP is normally described as "an umbrella project." Projects funded under the umbrella 
contribute to the overall project goal ("'to prevent and control the spread of AIDS in developing 
countries") and project purpose ("to support countries in formulating and implementing 
expanded and improved programs for AIDS prevention and control'-Phase I; and "to expand 
access to HIV prevention and control programs in developing countries"-Phase 11). These goal 
and purpose statements are extremely general and a wide range of projects has been funded under 
this broad mandate. 

Present and prior HIVIAIDS staff told the Evaluation Team that they have viewed the ATSP 
primarily as a convenient administrative mechanism to finance a variety of activities. The ATSP 
has not been viewed as a program in which a variety of CAs are chosen to fill critical roles 
essential to the achievement of carellly conceived program objectives. Although as noted 
above, the ATSP is administratively a precursor for USAIDts new reengineering approach to 
programming, the ATSP was not managed as a "Strategic Objective program." 
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The ATSP "program" was primarily viewed by the people who designed it as the Phase I 
activities of AIDSCOM and AIDSTECH and the Phase I1 activities of AIDSCAP. The role of 
other, smaller, CAs was mentioned only in passing in both the original and in the revised ATSP 
Project Papers. 

HIV-AIDS Division leaders and staff can and do clearly articulate how the activities of each of 
the smaller CAs can contribute to the achievement of the overall ATSP goal and purpose. For 
example, BuCen provides an essential data gathering and dissemination function useful to 
AIDSCAP and to other ATSP CAs as well as HIV/AIDS program planners and evaluators 
throughout the world. ICRWs path breaking research on women and AIDS fills an important 
knowledge gap and is potentially useful to all ATSP CAs which focus on service delivery 
(AIDSCAP, IPPF, Peace Corps). 

Nevertheless most Division staffers tend to focus their attention on the individual grants for 
which they are responsible. The CAs have been essentially managed as individual activities 
rather than as part of a larger whole. The ATSP has not been structured or managed to provide 
incentives, mechanisms or funding for CAs to build bridges and learn from each other. Only one 
USAID agreement (with Peace Corps) requires the CA to work cooperatively with another CA 
(AIDSCAP).4 Most of the programmatic interaction that has occurred has reportedly been 
because of personal contacts and common interests. For example, ICRW has assisted the 
International HIV/AIDS Alliance with country needs assessments and program development. 

The mechanism established by the HIV-AIDS Division to coordinate the ATSP has focused 
primarily on administrative rather than programmatic coordination. The principal 
mechanism-monthly meetings of CAs and HIV-AIDS Division staff--has been used to 
communicate to the CAs as a group, USAID administrative and financial requirements or policy 
changes. They have also been used periodically for "show and tell" presentations by CAs 
describing their activities. The HIV-AIDS Division plans and orchestrates these meetings. 

There is remarkable agreement among CAs and USAID staff that these meetings are of marginal 
value. In recent years the meetings have taken place less frequently (often cancelled by USAID). 
Attendance has dwindled and less senior CA staff are often sent to note down USAID's new 
administrative requirements or budget scenario. CAs located outside of the Washington area 
(New York, Atlanta, London, and Seattle) do not feel their attendance is normally cost effective. 

4 ~ h e  ATSP grant to UNICEF is another exception. As part of this activity UNICEF receives and pays for 
technical support from AIDSCAP. 
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Despite these criticisms, virtually all of the CAs told us they feel these meetings potentially have 
valuable functions of : 

Bringing program participants together for general information exchange and updates on 
their programs 

Discussing in more depth substantive topics and issues of common interest to the group. 
It was recommended that the substantive discussions might focus more "on what you are 
learning, not about what you have done." 

All of the smaller CAs believe that increased synergy and cooperation among the CAs would be 
useful to their individual programs and that monthly meetings can be structured to foster greater 
cooperation and learning, and reduce duplication of effort within the ATSP. The Evaluation 
Team recommends that a first step in achieving these objectives is for the HIV-AIDS Division to 
share responsibility with the CAs for preparation of agendas and conducting the meetings. 

Although some CAs have been invited to participate in AIDSCAP's TAG and Technical 
Working Groups, many perceive AIDSCAP as "impenetrable" and generally not particularly 
interested in developing closer programmatic and technical linkages5. 

Other than the monthly meetings, no formal mechanisms for CA coordination within the ATSP 
have been established. Even basic, low-cost communication between CAs is underutilized. 
Progress and technical reports are not routinely exchanged between all CAs either electronically 
or via hard copy. The HIV-AIDS Division has not established a simple electronic modality to 
quickly communicate common administrative or programmatic requirements to the family of 
ATSP CAR. ----- ----. 

Conclusions: 

1. The ATSP has been seen by the HIV-AIDS Division as a convenient administrative 
mechanism to fllnance a variety of activities and CAs. It has not been viewed consistently as 
a single program entity in which CAs are chosen to play critical roles necessary to achieve 
an overall programmatic objective. Although the ATSP is administratively a precursor for 
USAID's new strategic objective programming system, it is not a precursor in its 
programmatic approach. 

2. ATSP coordination by the HIV-AIDS Division has been primarily administrative in 
nature-communicating ATSP programmatic and financial requirements or USAID policy 
changes to CAs. 

'AIDSCAP strongly disagrees with this perception. See Annex 7. 
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The principal mechanism to carry out ATSP coordination-monthly meetings of CAs 
orchestrated by USAID-is felt by all participants to be of marginal value and poorly 
utilized. These meetings can be much more beneficial if responsibility for the agenda is 
shared by USAID with the CAs and if meetings are focused on substantive topics, as well as 
operational issues. 

The ATSP has not provided requirements, incentives, mechanisms, or funding for CAs to 
build bridges and learn from each other. The HIV-AIDS Division has not played a 
significant role in facilitating collaboration among ATSP CAs. 

Many CAs report that they find it difficult to work with AIDSCAP and that AIDSCAP is not 
receptive to using information or lessons generated by their activities. This may be because 
AIDSCAP, with its extraordinary breadth of day-to-day program management 
responsibilities, is much more of an operational entity than a "learning" entity. 

Evaluation System 

No single evaluation system and structure has been created for the ATSP as a whole. The 
elaborate evaluation system described in the ATSP Project Paper Amendment was a suggested 
outline for the MDSCAP evaiuation moduie,-not for the umbrella ATSP evaluation. The 
activities of the other ATSP-funded CAs each have their own objectives outlined in their grant, 
PASA, or cooperative agreement. Their success in achieving those objectives will be evaluated 
separately. 

The ATSP PP Amendment clearly stated the Agency's desire to demonstrate impact from the 
AIDSCAP activities. The evaluation system described in the PP included a suggested set of 
evaluation indicators which mirrored the PRISM evaluation system, which at that time was being 
introduced and required for use throughout USAID. The HIV-AIDS Division apparently 
anticipated that this Agency-wide evaluation system could be applied to measuring the success of 
HIVIAIDS interventions without serious modification. 

In recent years, however, evaluation specialists have found that evaluating the impact of 
HIVIAIDS interventions is particularly complex and difficult given the nature of the disease 
(many people do not know their HIV status), its long latency period, and minimal testing and 
reporting due, in part, to HIVIAIDS continuing stigma in many quarters. Behavior change, the 
heart of prevention interventions, is also very difficult to measure and is not certain to endure as 
a successful program outcome. Evaluators are most comfortable with measuring intermediate or 
proxy indicators such as condom availability and sales, quality of STD management, and policy 
changes. 
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The five-year time fiame made available for AIDSCAP to design, implement, and evaluate the 
results of AIDSCAP "comprehensive country programsyy is tight. Much of AIDSCAP's first year 
was focused on setting up its headquarters office, hiring staff (headquarter and country technical 
advisors), and establishing operational and administrative procedures. The design of country 
program strategies and implementation plans (two separate stages of activity both requiring 
USAID approval) has usually required a minimum of six to 12 months. In most countries, sub- 
project proposals &om NGOs, governments, or the private sector have had to be invited, 
reviewed, often redesigned, and approved. Only then could AIDSCAP funds be released to 
support these sub-projects. Once the AIDSCAP funds were received, these implementing NGOs, 
etc., could begin to hire additional staff, buy equipment and materials, and actually start carrying 
out interventions6. In most AIDSCAP countries, actual implementation of sub-project activities 
normally began during year two or year three of AIDSCAP's five-year life. Since most of these 
sub-projects require a minimum of three years to show results, the time needed to evaluate sub- 
projects and to aggregate, analyze, and compare these results on a broader scale, is too short. 

The Phase I1 project designers believed that AIDSCAPYs "comprehensive country programs" 
would normally be country-wide programs. They therefore assumed that country-wide data 
being gathered by governments with WHOIGPA technical and financial support could be used as 
baseline data for AIDSCAP activities. This assumption proved to be invalid on two counts: 1) 
country-wide data had not been collected in most countries by the time AIDSCAP activities 
began; and 2) in most focus countries AIDSCAP resources were not sufficient to carry out 
country-wide programs. Although AIDSCAP has tried to gather area-specific baseline data or to 
extrapolate fiom other sources, AIDSCAP evaluation specialists are not particularly pleased with 
the baseline data they must now use for before-after comparisons of project impact. 

AIDSCAP evaluation specialists told the team that, with their one-year project extension, they 
anticipate that most comprehensive programs will provide valuable evaluation results. These 
results will normally be described using process indicators (number of STD clients treated, staff 
trained, condoms sold, etc.), and using outcome indicators (improved knowledge about 
HIVIAIDS, incidence of STDs among specific populations, trends in safer sex behavior, etc.) 
Impact data on HN incidence over the project period will not be available. 

The first AIDSCAP priority country program is scheduled for closure in May 1996. The 
remaining 17 priority and major associate country programs will be closed over the next 15 
months, with the last scheduled to close soon before the AIDSCAP contract expires7. This will 

%ee AIDSCAP's comments in Annex 7. Subproject implementation occurred much faster in countries 
where AIDSTECH and AIDSCOM activities were continued with AIDSCAP funds. 

'see AIDSCAP comment, Annex 7. In a few countries such as Indonesia, the AIDSCAP-supported 
programs will continue with other implementing agencies after the AIDSCAP contract terminates. In these 
countries AIDSCAP will probably carry out subproject evaluations and not full impact evaluations before the 
contract terminates. 
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allow precious little time to compare, fully analyze, and aggregate the wealth of information that 
should be made available. Despite the technical limitations in the baseline data or the results 
data which will be collected, the AIDSCAP data will be among the best (and only) information 
available to date on intervention results. As importantly, AIDSCAP will have a wealth of 
information on what was learned from the process of implementing comprehensive country 
programs; which should also be analyzed and disseminated. Therefore, this team echoes the 
conclusions of the midterm evaluation team-AIDSCAP (and USAID) should devote increasing 
attention and resources to ensuring that this valuable data is properly collected and analyzed 
before the AIDSCAP project terminates. 

Finally, this team believes that USAID's focus on evaluation results and on measuring the impact 
of AIDSCAP comprehensive country programs has almost certainly contributed to the lack of 
flexibility perceived initially by field missions and outside organizations in AIDSCAP program 
operations. The lack of flexibility may well have been due to the desire to gather aggregate data 
fiom comprehensive country programs for evaluation and reporting purposes, as well as the 
certainty that a single recipe would achieve impact. If so, this is a very unfortunate example of 
how the flexibility needed to respond to local conditions has been stymied by USAID's perceived 
need to demonstrate the aggregate impact of a global program. 

Conclusions: 

No single evaluation system and structure has been created for the ATSP as a whole. 
Therefore the HIV-AIDS Division will not be able to evaluate the impact of the umbrella 
ATSP program as a whole. However, results of f%il evaluations of each CA agreement will 
be available to guide the detailed design of Phase 111. 

Evaluating the impact of HIV/AIDS interventions has been particularly complex and 
difficult and is likely to remain so during Phase 111. The HIV-AIDS Division (and senior 
Agency leaders) should be careful not to over promise results to Congress or to advocacy 
groups. 

The time fiame for AIDSCAP to establish and evaluate comprehensive country programs is 
extremely tight. Even with a one-year extension, this Team is concerned that without a 
major cormnitrnent of both financial resources and staff time, the rich data potentially 
available fiom the AIDSCAP effort will not be adequately analyzed and disseminated. 

USAID's and FHI's attention to measuring the impact of AIDSCAPYs comprehensive 
country programs contributed to the lack of flexibility perceived initially in the AIDSCAP 
program. The "core package approach" may have been due to the desire to gather and 
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aggregate data fiom country programs for evaluation and reporting purposes, and the 
certainty that a single recipe would achieve impact in all countries. 

3. ATSP Responsiveness to Field Mission Needs 

a. General 

This brief assessment of the responsiveness of the ATSP project to field mission needs is based 
on discussions with technical officers in the ANE, AFR, and LAC regional offices; questionnaire 
responses fiom 12 missions; a telephone interview with one mission; and information provided 
by two team members, who serve or have served, in field missions and are familiar with the 
program. The field mission questionnaire and list of respondents is found as Annex 6. 

Most USAID field mission health or PHN officers are not aware that the ATSP umbrella project 
with its many components exists. Yet all are familiar with, and have a good understanding of, 
AIDSCAP. Many field missions have little or no information on the results of other CA 
activities or the availability of their services. Exceptions appear to be the Peace Corps PASA, 
ICRW (in countries where they carry out field research), and CDC (especially in Africa). In 
general, they view the HN-AIDS Division portfolio as synonymous with AIDSCAP. 

Although USAID technical staff in field missions typically say they are overwhelmed with paper, 
there is value in alerting them to the breadth of the ATSP portfolio and the diverse roles and 
objectives of all the CAs involved. Periodic updates, perhaps brief summaries of the Division's 
semi-annual portfolio review, would keep most field officers current. 

The HIV-AIDS Division should review with their regional counterparts and representative field 
staff specifically what kinds of information would usefully flow from the Division to missions, 
and how that information might be used during the remainder of Phase I1 and during Phase 111. 
For example, technical officers or their mission colleagues may be particularly interested in 
ICRW research findings, but less interested in biomedical research findings. They may find 
updates of the emerging role of UNAIDS valuable for their in-country donor coordination 
discussions and plans. All who are planning new activities will want state-of-the-art information 
about HIV/AIDS to make informed design decisions and will want to know a good deal about 
CAs that can potentially provide services to their country program. 

b. AIDSCAP 

As mentioned earlier, Some friction with missions has been created by what they perceive as the 
Washington-only design of AIDSCOM/AIDSTECH (Phase I) and AIDSCAP (Phase 11). The 
concern is expressed well in the AIDSCAP midterm evaluation: 
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"There is a lingering resentment by USAID missions that AIDSCAP is just another 
attempt by USAID/W to impose a program on them for which they then are to be 
responsible without having had any input (USAID missions have been consulted on 
AIDSCAP plans in their countries). Surely the designers of this Program must have 
h o w n  of the historic tensions in USAlD between centrally-managedprojects andfield 
missions, which are almost always and almost uniformly suspicious of-not to say 
antagonistic to--such Washington initiatives. Yet that factor seems to have been 
overlooked in the design of this Program. " 

It is particularly unfortunate that lack of consultation with missions during the Phase I1 design 
process may have impacted negatively on initial AIDSCAP relationships with field missions. 
Two factors were common in the design of both phases of the ATSP: 1) the designers were 
under enormous pressure to complete their design quickly; and 2) the principal designers had 
little or no field mission experience. As noted above, the Phase I1 design was viewed by some as 
"revolutionary" in the breadth of USAIDIW participation. Apparently, in this case, however the 
involvement of the regional bureau officers cannot substitute for some direct mission 
involvement (through questionnaires andfor review of initial drafts) in Global Bureau project 
design. 

Many missions initially termed the comprehensive country program design fostered by 
AIDSCAP as a "cookie cutter" approach, a term that unfortunately, is still often used. AIDSCAP 
was viewed as "too rigid" in its early days of country program design, too unwilling to adapt "its" 
model to the realities of the local environment. Missions may not have realized that the 
AIDSCAP model was the model carefully delineated in the Project Paper Amendment and in the 
subsequent Request for Proposal (RFP). The rigidity perceived by missions also reflected a 
strong desire in the HIV-AIDS Division to focus Phase I1 interventions and to apply and evaluate 
the impact of a model which was strongly felt to be cost effective and technically appropriate. 

As mentioned earlier, the structure of the Phase I1 program required missions to contribute all of 
the funding for the AIDSCAP field activities in their country. Some missions, therefore, found it 
difficult to relinquish full control of the design of "their program" to AIDSCAP. In some 
country designs, missions were equally as "rigid" as AIDSCAP was perceived to be and refused 
to compromise their relatively isolated views of what interventions would be most effective. 

As AIDSCAP programs moved into high gear, many missions expressed concern about the 
centralized nature of AIDSCAP decision making and delays in AIDSCAP headquarters' review 
and approval of proposed sub-projects. Compared to other Global Bureau projects, AIDSCAP 
seemed to have a particularly slow and centralized approach to making decisions on field 

' ~ana~ement  Review of the AIDSCAP Project, page 111-15 
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program matters. The need for more decentralized decision making and increased delegation of 
authority to AIDSCAP country offices was highlighted in the midterm evaluation. Based on 
information provided to this Evaluation Team, it appears that decentralization and delegation of 
authority is occurring. 

C The multiple reiqjoiiiibilities included inBe design of AIDSCAP, with both central and field 
implementation responsibilities, has led inevitably to conflicts within USAID on who should 
give directions to AIDSCAP. Should technical direction come fiom the Global Bureau 
specialists or fiom a mission PHN officer? AIDSCAP has often been caught in the middle of 
technical or operational differences and has been accused of being "unresponsive" at times. Two 
recent examples were cited to the team of newly-arrived mission directors who insisted on major 
changes in ongoing AIDSCAP programs that the previous mission director had strongly 
supported. 

Despite some initial fiction, mission perceptions of the AIDSCAP program today are based on 
the quality of their working relationship with AIDSCAP country field offices, an AIDSCAP 
regional office, or AIDSCAP headquarters-depending on where the dominant point of contact 
lies. Most AIDSCAP country programs are now designed flexibly and, in fact demonstrate a 
remarkable diversity of adaptations to a basic model. The HIV-AIDS Division has become more 
willing to accept variations fiom the original technical model and has accepted that not all 
country programs would have all three core technical strategies. For example, at the request of 
the USAID missions an STD component was not included in the Zimbabwe program and 
surveillance was included in the Senegal program. AIDSCAP has also used a variety of 
approaches in responding to unique country circumstances. The Tanzania program, for example, 
funds the NGO component of the national HIVIAIDS program working through unique 
"clusters" of NGOs. AIDSCAP has used a regional "areas of &mityW approach in Southeast 
Asia. 

In sum, after a rocky start, AIDSCAP and field missions appear to be working very well 
together. 

Conclusions: 

1. Most USAID field mission personnel are not aware that the ATSP umbrella project exists. 
They recognize and relate to AIDSCAP, as they did previously to AIDSTECH and 
AIDSCOM. 

2. Many field missions have little or no information on the results of most other CA activities, 
or the availability of their services. With few exceptions they view the HIV-AIDS 
Division's portfolio as synonymous with AIDSCAP. 
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Considerable fiction with Missions was created by what they perceive as the Washington- 
only design of AIDSCOM/AIDSTECH (Phase I) and AIDSCAP (Phase 11). But missions' 
perceptions of the program are now based on their working relationships with AIDSCAP 
country field offices, an AIDSCAP regional office, or AIDSCAP headquarters, depending 
on where the dominant point of contact lies. 

Missions now feel that AIDSCAP is much more responsive to missiodcountry needs, 
although they feel that a rather set way of addressing AIDS prevention was initially 
expounded by AIDSCAP, especially for comprehensive country programs. 

Similarly, missions felt that AIDSCAP was initially very centralized and bureaucratic in 
decision making. This complaint is reportedly now heard less often as decentralization in 
decision making and increased delegation of authority is occurring within AIDSCAP. 

The design of the AIDSCAP program, with field activities formally managed fiom 
USAIDIW, inevitably led AIDSCAP to be sandwiched between two bosses: 1) the mission 
technical officer or mission director; and 2) the HIV-AIDS Division COTR and hislher 
technical advisors. USAID missions and HIV-AIDS Division personnel were not immune 
from demonstrating the same inflexibility that they criticized in their contractor. 

Links to a Broader USAID Portfolio 

The designers of Phase I1 of ATSP made a concerted effort to learn from USAID experience in 
other sectors. The PP Amendment is rich with examples of how the design was influenced by 
the experience of the family planning program managed by the Global Bureau's Population 
Office. 

ATSP funds have been utilized in Phase I1 to buy into several Population Office projects to 
procure services for condom social marketing (SOMARC), condom logistics management 
(FPLM and CDC), condom procurement (Wyeth International), and user surveys (Demographic 
Health Services 11). These buy-ins save time, reduce paperwork, and avoid duplication of effort 
with other Global Bureau programs. 

ATSP funds have also been used to buy in and add-on to the Population Office program with 
IPPF. This grant supports IPPF efforts to introduce HIV/AIDS services into the programs of its 
primary family planning affiliates in Latin America. 

The Women in Development (WID) office is the only other Global office to support the ATSP, 
by financing the salary of the director of the AIDSCAP "Women's Initiative" for three years. 
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Funding for the provision of condoms to support AIDSCAP field programs has been an issue 
between the Offices of Population and Health. Funding for recurrent commodities such as 
condoms (and STD drugs) was not included in the AIDSCAP cooperative agreement which, 
according to the midterm evaluation and this Team's understanding, has in some cases limited 
AIDSCAP's ability to carry out truly comprehensive programs. The Office of Population 
initially insisted that condoms procured by that office for family planning purposes should not be 
used for AIDS prevention programs. The ATSP eventually set aside funds for a Condom 
Emergency Fund which could provide limited amounts of condoms for AIDSCAP sub-projects 
in extremis (if all other-possible sources-host government, other donors-had been exhausted). 
Some USAID missions bought condoms using their own funds. 

All regional bureaus and many missions have utilized the AIDSCAP buy-in mechanism (and the 
OYB transfer mechanism until the conversion to a contract) to finance designated country or 
region-level activities. To date only seven missions have established bilateral HIVIAIDS 
projects which do not utilize AIDSCAP as the primary implementing agency (Ghana, Zambia, 
Uganda, Malawi, Bolivia, Central America Regional, and Peru). This remarkable program 
homogeneity demonstrates that the Phase I1 structure has been effective in reducing the number 
of Agency management units (separate projects). 

Several of the bilateral projects, especially the newer ones, reportedly focus on building the ' 

capacity of host country NGOs or government entities. Others take a less holistic approach than 
the AIDSCAP model, concentrating on policy or on a few specific program components (e.g., 
social marketing) which are not being adequately supported by the host government or other 
donors; and where the U.S. and USAID have particular expertise. These may serve as models for 
the future in countries where several donors and the host government support a comprehensive 
approach to addressing AIDS, especially if USAID resources are smaller and USAID field 
programs are less dominant. 

The Afiica Bureau (AFR) is the only regional bureau which authorized a region-wide HIVIAIDS 
project during the ATSP time fiame. The HIVIAIDS Prevention in Afiica (HAPA) project, 
which was initiated in 1988 almost concurrently with AIDSCOM and AIDSTECH, was used 
until 1996 as a funding mechanism to support Afiica missions and region-wide priorities. HAPA 
accomplished the following: 

Facilitated the transfer of funds fiom field mission budgets to AIDSCAP or to other non- 
ATSP implementing entities; 

Funded PASAs with BuCen for data collection in Afiica (which ATSP later extended, to 
collect worldwide data), and grants for pilot activities; and 
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Encouraged U.S. PVOs to incorporate HIV/AIDS into their portfolios' two-year "starter 
grants." 

There appears to have been little or no programmatic duplication between ATSP and HAPA. 
Indeed, HAPA funded some pioneering activities (a Zaire social marketing trial for HIVIAIDS 
condoms, Zambia STD study) which pushed the technical envelope and were valuable to 
AIDSCAP and the ATSP. 

AFR encouraged their small missions to address HIVIAIDS by integrating it into broader 
maternal and child health or family health projects, rather than by creating stand-alone 
HIV/AIDS projects. This approach seemed well suited to f i c a n  countries with very limited 
numbers of trained health professionals, health infrastructure, and health budgets. Many of the 
World Bank's HIV/AIDS projects in Africa have similarly integrated HIV/AIDS into broader 
multi-purpose health sector projects for the same reasons. The debate over whether HIV/AIDS 
should be addressed as a vertical program by health ministries or as part of integrated health 
programs is similar to past debates concerning smallpox, malaria, and child survival programs. 
Hopefully, evaluation data will soon be available fiom USAID and the International Bank for 
Reconstruction and Development (IBRD) projects in A6ica so that the debate can be more firmly 
grounded in field experience. 

HIV/AIDS as a Development Issue: The Africa Bureau has been the fmt proponent of studying 
the broad impact of HIVIAIDS on a nation's economy and society. The extraordinary 
consequences of HIVIAIDS on the economies aid social structures of Uganda and Zambia, for 
example, make it obvious that the future of these countries is closely linked to the epidemic in 
many ways. 

Conversely, development projects and programs may have consequences for the spread of the 
epidemic. For example, construction of a dam in a remote region takes laborers (nearly always 
men) away fiom home for long periods, which may encourage multiple sexual partnerships, and 
therefore --p lead - - - -  to -- spreadingk epidemic among a local~pspulation heretofore relatively 
unaffected. The devastating potential of HIVIAIDS should be considered as one factor in the 
design of development projects, perhaps similar to the way environmental impact is considered 
in the design of all USAID (and now multilateral bank) development projects. 

HIVIAIDS-related behavioral research and information from other disciplines point out a 
different set of broad development issues-human rights, societal violence, gender inequities, 
poverty-which many feel must be addressed if the epidemic is to be slowed in any significant 
way. 
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The UNDP and UNICEF HIV/AIDS units, supported by ATSP grants, have consistently urged 
that the epidemic be viewed within a broader development and contextual fiamework (UNDP) or 
within the context of adolescent health (UNICEF). It is perhaps not coincidental that three 
entities (UNDP, UNICEF, USAID's f i c a  Bureau) whose program funding is not provided 
through earmarked HIVIAIDS functional accounts, have approached the HIVIAIDS epidemic 
fiom a broader conceptual perspective. 

The midterm evaluation stated: 

"Nowhere, at USAIDM, regional, or country levels has the evaluation team been able 
to idenha mechanisms, whether formal or informal, that would link HW/AIDS activities 
to other social and economic development programs supported by the Agency. jJP 

This Evaluation Team was pleased to find that some examples of this linkage do now exist in the 
Agency, although much more can be done. The Africa Bureau example has already been noted. 
HIV-AIDS Division staff report that the creation of the Center for Population Health and 
Nutrition (PHN Center) in the Global Bureau has facilitated the design of several cross-cutting, 
Center-wide projects (STDs, Policy) with Division staff participation. Division staff have 
incorporated HIVIAIDS concerns into the design of a newAdolescent Reproductive Health 
project. On a broader scale, HIV/AIDS staff, under State Department leadership, wrote major 
sections of a recent USG Interagency "White Paper" on HIVIAIDS1O, which, strongly urges that 
the full ramifications of the epidemic be considered as an integral part of U.S. diplomacy, 
development assistance, and public information policies and activities. USAID1s recently-issued 
HIV/AIDS Policy Guidance echoes this philosophy. 

However, this Evaluation Team found little evidence that the HIV-AIDS Division has played a 
leadership role in urging the Agency and Agency staff to view HIVIAIDS other than through 
vertical program activities, with the exception of participating in drafting these recent policy 
papers, and interaction with the new PHN Center and its programs. The Division and the ATSP 
have had more impact on this matter outside of USAID than insidethrough its support to 
UNDP, UNICEF, and ICRW, and its participation in the multi-donor AIDS Economic 
Development Impact Network.'' Since the HIV-AIDS Division is within an oflice, that is within 
a Center, that is within one of eight USAIDBureaus, the Division is somewhat buried in the 
USAIDN bureaucracy. The Division Chief has little authority or opportunity to directly 
influence the Agency-wide policy decisions. This role might be carried out by the Agency's 
super-grade AIDS Coordinator, but the position has never been filled. The HIV-AIDS Division 

'~anaeernent Review of the AIDSCAP Proiect, page 11-18. 
'%SG International Strategy on HIVJAIDS, July 1995. 
 hi his may be due, in part, to the continued vacancy in the Agency's super-grade AIDS Coordinator 

position, given its intermediate position in the USAID hierarchy.) 
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will need the assistance of USAID's PHN Center leadership and the USAID Policy Ofice (PPC), 
if greater main streaming of AIDS is to occur within the Agency. 

Conclusions: 

ATSP Phase I1 designers did an excellent job of utilizing USAID's in-depth experience in 
family planning to design some of the components of AIDSCAP. ATSP buy-ins to Office of 
Population projects have been management-eficient ways to avoid unnecessary duplication 
and to encourage some family planning CAs to incorporate HIVIAIDS into their programs, 
at least on a pilot basis. 

Fundiig for the provision of condoms to support AIDSCAP was initially an issue between 
the Offices of Population and Health. Fundiig for recurrent commodities such as condoms 
and STD drugs was not included in the AIDSCAP cooperative agreement and, according to 
the midterm AIDSCAP evaluation, has limited AIDSCAP's ability to carry out truly 
comprehensive interventions in some countries. 

All regional bureaus and many missions have utilized the AIDSCAP buy-in or OYB transfer 
mechanisms to finance designated country or region-level activities. Only seven missions 
have established bilateral HIVIAIDS projects which do not utilize AIDSCAP as the primary 
implementing agency. This remarkable homogeneity clearly indicates that the Phase I1 
design was successful in reducing the number of separate USAID management units. 

There appears to be little duplication between the ATSP and the Africa Bureau's region-wide 
I-IAPA project. Indeed HAPA funded some research and pilot activities which "pushed the 
technical envelope" and were valuable to AIDSCAP and the ATSP. 

The HIV-AIDS Division has not focused attention until recently on urging the Agency as a 
whole to consider HIVIAIDS as a "development issue" rather than as a "public health" issue. 
A number of recent examples demonstrate that the Division can play a valuable role in 
formulating new Agency and USG international policies which encourage a multi-sectoral 
approach and that the HIV-AIDS Division can influence the design of new PHN center-wide 
projects. 

6. It is instructive that the broader approach to dealing with HIVIAIDS is more common in 
entities such as UNDP, UNICEF, and USAID's Africa Bureau that do not receive their 
funding via sector or problem-specific functional accounts. This is an example of how the 
capacity to approach HIVIAIDS as a multi-sectoral problem and make programmatic 
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decisions based on development experience and long-term potential benefits, is probably 
circumscribed by limitations which flow fiom Congressional functional account earmarking. 

5. Impact of Changes in USAID Operational Systems and USAID Organizational 
Structure on ATSP 

Although any organization undergoes structural and operational change during a period as long 
as the ATSP has existed (nine years), USAID has undergone profound changes. The Evaluation 
Team asked USAID and CA stafT whether any of several enumerated changes had seriously 
affected the ATSP. Two such changes-1) a change in procurement policy which resulted in 
transferring AIDSCAP from a cooperative agreement to a contract; and 2) the introduction of 
field support budgeting-have had significant impact. Other major changes such as 
reengineering ("too early to tell"), reduction of USDH technical staff, and the Agency's 1994-95 
reorganization reportedly have had little impact thus far on ATSP performance. 

On February 3,1994, almost two-and-one-half years into the AIDSCAP five-year program, and 
at the insistence of the USAID Office of Procurement, the Agency's agreement with FHI was 
converted fiom a cooperative agreement to a contract. The midterm evaluation detailed the 
immediate impacts of this conversion and judged that this conversion was the primary reason 
that the AIDSCAP program was about one year behind schedule. This conversion appears to 
have been part of a broader policy change in USAID procurement. As noted in the midterm 
evaluation, "the Contracts Office sought to effectuate the same type of change in the case of 
other cooperative agreements-under the same rationale as that followed in the AIDSCAP 
case."12 

According to interviews with HIV-AIDS Division, USAID mission, and AIDSCAP staff, the 
AIDSCAP program is much more difficult to manage under a contract than under a cooperative 
agreement for the following reasons: 

AIDSCAP can no longer function as "an extension of USAID" with the frequent and easy 
collegial interaction between AIDSCAP and USAID staff envisaged by the Phase I1 
designees. Close mission collaboration with AIDSCAP in preparing the scope and 
budget of a "comprehensive country program: or in modifying an existing program is no 
longer feasible. The two entities must remain at "arms-length" as "contractor" and 
"contractee." 

121"he General Counsel's Office ruled that the changes were not necessary. Manaeement Review of the 
AIDSCAP hoiect, Page 111-8. 
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Flexibility and adaptability is reduced. Modifications of the country program must be 
codified in time-consuming contract amendments. 

Much of the COTR's time is absorbed in rewriting mission-drafted scopes of work and 
delivery orders so that they are "of contractual quality" and will be accepted for action by 
the Procurement Office. This has significantly reduced the time the COTR has available 
for technical and operational matters. Both AIDSCAP and the COTR complain that their 
contact and "quality time" is now much less fiequent than prior to the conversion. 

OYB transfers, bureaucratically the easiest way for missions or regional bureaus to 
transfer funds to AIDSCAP (essentially, a paperless transfer), are no longer possible. All 
transfers now require detailed scopes of work and delivery orders. 

Risk taking and experimentation are discouraged. Use of the contract mechanism 
requires that the scope of work be precise and that a specific product be delivered at the 
end of the contract period. The degree of certainty now required in preparing contract 
scopes of work has, according to AIDSCAP and USAID personnel, significantly reduced 
risk-taking and experimentation in new or amended scopes of work for AIDSCAP. 

It is the opinion of this Evaluation Team that the conversion has had a significant overall 
negative impact on the operations of the AIDSCAP program. HIVfAIDS has been a recognized 
public health problem for less than two decades. The state of knowledge of the disease and how 
best to prevent it is in its infancy compared to other sectors (formal education, agricultural 
research) where USAID has worked for much longer periods. HIVIAIDS, therefore, should have 
been the sector in the Agency to be required to use a procurement mechanism which requires 
certainty rather than experimentation and risk-taking. 

a. Field Su~port  B u d ~ e t i n ~  

The concept of field support budgeting was introduced as one element of a major USAID 
reorganization, which was planned and implemented in 1994-95. In essence, field support 
budgeting means that field missions determine what portions of their annual budgets will be 
transferred to USAID/W for eventual use by Washington-based projects that would support field 
activities. These funds are then "held back" fiom missions and transferred directly to Global 
Bureau projects (saving the steps of allocating funds to missions and then having missions 
reallocate funds to the Global Bureau). More than in the past this process requires missions to 
make one-time transfers for its total program early each fiscal year. Although this process is 
designed to give budget certainty to Global Bureau projects early in a fiscal year, it takes fiom 
missions a degree of flexibility they had previously enjoyed in deciding when, and if, to transfer 
funds to an individual Global Bureau project. 
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For AIDSCAP this means that missions must agree to fund all field activities and a portion of the 
AIDSCAP core budget. These costs seem high to missions since they are asked to cover the 
costs of AIDSCAP regional offices, evaluation personnel at headquarters, and all other costs that 
directly or indirectly support country programs. During the first three years of AIDSCAP, the 
Global Bureau financed all core costs, including indirect support costs. 

Field support budgeting was initiated by USAID in FY95 with some resistance from field 
missions and some confusion as to how it would be implemented in practice. In FY96, field 
support budgeting is even more difficult due to continued uncertainty about Agency funding 
levels and sectoral allocations within the Agency, and major overall budget reductions. Because 
of these factors the field support budget process has not been completed eight months into the 
present fiscal year. 

The operational result of this process is unprecedented uncertainty in the HIV-AIDS Division 
and in AIDSCAP about: the overall level of funding which will be made available to AIDSCAP 
for field activities, and whether core programs and core staff levels can be continued at prior 
levels. 

Given AIDSCAP's multiple responsibilities, the funding mechanism initially established for the 
'program was already relatively complex for USAID project. The field support budget process, 
combined with increased budget uncertainty has placed even greater strain on this complex 
funding process. AIDSCAP and HIV-AIDS Division managers would have preferred to stay 
with the previous funding mechanism and describe the new field support system as " a 
tremendous, time-consuming distraction." 

While field support may be a valuable concept for future programs, it has been extremely 
difficult to "retrofit" on AIDSCAP, an ongoing project whose "core" was not designed to be field 
funded. 

b. Other USAID Orpanizational and Ouerational Chan~es 

Other organizational and operational changes have not had a significant impact on the ATSP 
program, according to information received by the Evaluation Team. These include: 1) 
USAID's major structural reorganization in 1994-95 which transferred some, but not all 
Washington technical staff from regional bureaus to the Global Bureau; 2) stricter field audit 
requirements for NGOs who carry out sub-projects; and 3) reengineering. 

Both CA personnel and senior USDH staff have, however, noted concern over the continued, 
gradual reduction in the numbers of USDH technical staff working in field missions and in 
Washington. Their replacements-"fellows," who mostly serve in Washington on two-to-three- 
year appointments, and Personal Services Contractors (PSCs), working mostly in field 
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missions-are universally viewed as well trained, talented, and energetic technical specialists. 
Their interests are primarily technical rather than managerial. They are often perceived to be on 
a very fast learning curve and are not experienced in successfully operating within the USAID ' 
bureaucratic structure. They don't necessarily know the "USAID culture" or have the networks 
established within the Agency that USDH staff use to share information and solve problems. 
Experienced USDH mentors for these fellows are unfortunately in short supply and often have 
little time to devote to on-the-job training. Government regulations do not allow fellows to 
attend the orientation training courses offered to new direct hire government employees. 

An added complication is that fellows are not allowed to "represent" the U.S. g~vernment'~. 
They cannot legally "negotiate" with a CA they theoretically manage, and cannot be involved in 
budget discussions. While CAs generally feel confident with the level of technical support they 
receive from fellows, they are less positive about the level of operational support they receive. 

In sum, one reason the mi-polar project model was selected for Phase I1 was because it would 
achieve managerial savings for USAID. HIV-AIDS Division staff report that those saving were 
indeed achieved during the early years of the AIDSCAP program. However, these savings have 
been severely eroded by the conversion from a cooperative agreement to a contract and the 
increasing difficulty in transferring funds from the field to Washington, complicated by the new 
field support system. 

Conclusions: 

1 .  The Phase I1 design anticipated that management of one large project would be more 
efficient than management of the Phase I bi-modal approach, especially in terms of reduction 
of internal USAID documentation (procurement, budgeting, reporting). It appears that these 
management efficiencies were indeed realized initially. However, they have been lost in 
recent years due to the mid-stream switch from a cooperative agreement to a contract 
modality in FY94 and the introduction of field support budgeting in FY95. 

2. The conversion from a cooperative agreement to a contract has had a significant negative 
impact on the capacity of AIDSCAP to carry out its program on schedule. It has reduced 
risk-taking and flexibility essential to a program addressing a new Agency problem 

l3  Normally the primary technical contact within USAID for a CA is its COTR (Contract Officer's Technical 
Representative). However, a COTR can only be a tenured U.S. government employee. "Fellows" and PSCs, 
working for shorter time periods for USAID, cannot "negotiate" with a CA on behalf of the USG, discuss budget 
matters, or sign off on CA vouchers (among other limitations). When they are the primary technical contact with a 
CA-as they must be in the HIV-AIDS Division with only two to four USAID or CDC (USG) employees-another 
staff member must formally be COTR. To avoid confusion, we have, somewhat inappropriately, used the term 
COTR in all cases for staff members who are the primary technical contact with a CA. 
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area-where knowledge of the disease and how to prevent it are in their infancy compared to 
other Agency programs. 

The retrofitting of field support to AIDSCAP was a "major time-consuming distraction" in 
FY95, but, combined with major budget cuts in FY96, is threatening to undermine the very 
viability of the AIDSCAP program since funding for many core functions may not be 
available. 

The reduction of the number of USDH technical officers and their partial replacement by 
less USAID-savvy and less permanent personnel has reduced the HIV-AIDS Division's 
capacity to resolve operational, financial, and administrative problems affecting some of the 
CAs in the ATSP portfolio. 

HIV-AIDS Division Management of the ATSP 

The HIV-AIDS Division was born about the same time as the ATSP; both started in 1987. The 
Division first operated with a Chief (who had been detailed fiom CDC to USAID for other 
purposes); a Deputy Chief (an experienced USDH, borrowed from within the Global Bureau); 
and a secretary. It has, over time, grown to 12 people. As programs were initiated, the staff 
gradually expanded as the Division leadership obtained qualified personnel wherever they could 
find them. Operational Expense (OE) funds were scarce to the Agency and therefore were 
particularly scarce to this new program, while program funds, earmarked by the Congress, were 
relatively abundant. This led the Division to be staffed primarily by non-career personnel whose 
salaries and travel were paid fiom ATSP program funds.14 These personnel were on detail fiom 
CDC or BuCen or hired as "fellows" or "STARS" by intermediaries such as the American 
Association for the Advancement of Science (AAAS) and the Johns Hopkins University. No 
more than two USDH, and usually only one, have served in this office at any time. Most of the 
USDH employees have had field experience in USAID missions. Throughout the life of the 
ATSP, Division Chiefs have been CDC employees on detail to USAID. Only the most recent 
Division Chief had previously served overseas or had field experience with a USAID mission. 

During Phase I1 of the ATSP, the structure of the Division was normally: 
Division Chief 
Deputy Chief 
AIDSCAP COTR (Project Manager) 
Five to.eight technical staff, each of whom was normally a COTR for two to three CAs. 
These staff also provide technical backstopping and support to the AIDSCAP COTR 
Administrative staff 

' 4 ~ ~ ~  salaries are an exception and are paid separately with OE funds. 

Health Technical Sewices Project 



Process Evaluation of the AIDS Technical Support Project (Amp) 

The evaluation team asked all the CAs in the ATSP to grade the HIV-AIDS Division's 
performance in carrying out six basic hctions of the Division. They were also encouraged to 
add explanatory comments to their grades. The responses were remarkably homogeneous. 

The CAs gave the HZV-AIDS Division highest marks for: 

Providina technical guidance and sup~ort: While this varied somewhat by COTR (most CAs 
noted they have worked with at least three COTRs), overall, CAs were very pleased with 
the high level of technical guidance provided. Some felt, however, that the less 
experienced COTRs "didn't always know where to stop" and had a tendency to get too 
involved in the technical details of their work. 

Providina alobal leaders hi^ and direction in addressina the epidemic: Respondents said 
Division leadership has had a clear vision of what needed to be done to address 
HIVIAIDS and what USAID's role should be. The Division was praised for its work with 
WHOIGPA, UNAIDS, and other donors. It has reached out beyond the donor community 
and the ATSP community and has had good communications and positive relationships 
with a wide variety of key organizations and individuals involved with HIVIAIDS. 

The Division received consistently low marks for: 

Communication of overall ATSP status, issues, and opportunities 

Facilitating cooperation and teamwork within the ATSP. 

These grades reflect the perceived failure of the one ATSP coordinating mechanism (the monthly 
meetings) and the relative technical and operational isolation felt by most of the smaller CAs. 
The Division did not provide incentives, opportunities, or funds to encourage cooperation among 
the CAs. 

The CAs gave the Division mixed marks for: 

Management of grants 

Helping to resolve operational problems. 

CAs criticized the rapid turnover in their COTRs, the COTRsY inexperience in how to get things 
done within the USAID bureaucracy, their lack of experience with USAID documentation 
requirements, and their inability to discuss budgeting matters. This often resulted in delays on 
relatively simple things. 
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Team interviews with non-Division USAID employees reveal that as a whole the Division staff 
is perceived to be extraordinarily hard working and dedicated ("probably the most dedicated 
office in USAIDIW"). They are also perceived to be "very overworked." The Division is praised 
for its leadership and technical ability. 

a Frequent criticisms are that the Division is not staffed with people who have field experience and 
"is not field oriented." Neither of the two AIDSCAP COTRs have served in a field mission. The 
present COTR, with excellent experience in USG domestic agencies, has had to manage an 
extraordinarily complex project without having had prior USAID experience. 

The lack of USAID experience reflected in both Division leadership and Division staff may 
explain why its contacts and networks outside USAID are much better than its contacts and 
networks within the Agency. These internal relationships will need to improve if the Division is 
to be successfd in encouraging greater "main streaming" of HIV/AIDS within the Agency's 
development policies and practices. 

1. The revised ATSP structure with its AIDSCAP keystone project placed an unprecedented 
management responsibility on a single COTR. Although this COTR's bureaucratic 
workload increased significantly after AIDSCAP's conversion to a contract, the division has 
not added staff or reorganized staff to help carry out these additional responsibilities. 

2. The management responsibilities for the smaller CA programs have been significant and has 
been largely left to the less senior and experienced members of the HIV-AIDS Division 
staff. 

3. The CAs as a whole have given the division high marks for: 

Technical guidance and support (although this depends on the individual COTR) 

Providing global leadership and direction in addressing the epidemic. 

They gave consistently low marks to the Division for: 

Communication of overall ATSP status, issues and opportunities 

Facilitating cooperation and teamwork within the ATSP. 

Health Technical Services Project 



Process Evaluation of the AIDS Technical Support Project (Ai3P) 

Very mixed marks were provided for: 

Management of grants 

Helping to resolve operational problems. This was largely dependent on the COTR's 
knowledge of "the USAID way" of operating. 

These marks are explained in part, we believe, by the composition of the HIV-AIDS Division 
leadership and staff (technically qualified and focused, and highly motivated, but relatively 
inexperienced in USAID operations), and by the management style of an overburdened unit 
which had little time for staff supervision, training, and internal coordination. 

4. The lack of USAID experience reflected in both Division leadership and staff may explain 
why its contacts and networks outside of USAID are much better than its contacts and 
networks inside the Agency. While the outside contacts and networks are exemplary, 
internal relationships will need to improve if the Division is to be successful in encouraging 
greater "main streaming" of HIVIAIDS within USAID's development policies and practices. 
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A. BACKGROUND 

It has been approximately ten years since USAID developed it's first response to the 
international HIVIAIDS epidemic. In September 1986, USAID provided an initial grant to the 
World Health Organization's Special Programme on AIDS (later the Global Programme on 
AIDS). Within the next year, USAID drafted its first policy guidance on AIDS and developed 
the umbrella AIDS Technical Support Project (ATSP). What little was known about HIVIAIDS 
prevention in 1987 canie largely from small communities within the U.S. and other industrialized 
countries. USAID'S initial response drew on the domestic experience in HIVIAIDS prevention, 

- - as well as its own extensive experience in child survival and family planning. In addition, - 
priority was given to technical areas where USAID seemed to have a comparative advantage over 
other donors including social marketing and communications, operations research, training, and 
economic analysis and health care financing. 

In 1991, the ATSP was redesigned with "a major objective.. .to have a measurable impact on 
HIV incidence in the priority countries upon project completion." This was prompted by a 
concern that under the previous project "resources were spread too thin to have a measurable 
>- - -  - -  - 

Impact cid31FGiii%ience." it aiso responded to growing Congressional pressure to demonstrate 
short-term impact of HIV/AIDS W i g  on the spread of the epidemic. 

To enhance the potential for a measurable impact on HIV incidence, the Phase I1 technical 
strategy focused on "proven interventions" based on the lessons learned during the previous three 
years of implementation. It also called for the "concentration of resources and the development 
of a targeted "AIDS strategic plan" in ten to 15 priority countries based on the proven 
interventions," as well as effective support activities in non-priority countries. As described in 
the ATSP PP Amendment,15 the four proven interventions are aimed at "increasing demand for 
condoms, increasing access to condoms, partner reduction, and diagnosis and treatment of 
sexually transmitted diseases." This substantive approach reflected the opinion of the Phase I1 
designers that the ATSP was ready to move from an "experimentation phase" to an 
"implementation phase" based on experience and insights into the effectiveness of HIV/AIDS 
prevention strategies. 

Phase I1 has focused on the modification of bdividual risk behaviors for the prevention of the 
sexual transmission of HIV infection. As articulated by AIDSCAP, individual behavior change 
and the consequent reduction in HIV transmission was to be accomplished by the application of 

lS~lthough the PP Amendment was written for the entire ATSP, it was clearly intended as the strategy to 
be implemented by a single, large cooperating agency, namely FHVAIDSCAP. Other ATSP CAs were rarely 
mentioned in the PP Amendment. 
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three primary technical strategies and three supporting strategies. The three technical strategies 
are condom programming and logistics management, reduction of sexually transmitted diseases 
(STDs), and behavior change communication. The supporting project strategies are behavioral 
research, policy development, and evaluation. These strategies were to be applied in concert as a 
comprehensive program. Again, the decision to concentrate resources on a formulated approach 
in a limited number of countries was intended to maximize project impact on HIV incidence. 

B. SUBSTANTIVE APPROPRIATENESS OF THE ATSP 

The evaluation team asked interviewees to discuss a range of issues pertaining to the content of 
the ATSP. The following questions, identified as critical to this evaluation, address the overall 
substantive appropriateness of the ATSP: 

1) "Given what was known about HIVIAIDS prevention in 1990, was the substantive approach 
of the ATSP redesign appropriate (e.g., the focus on sexual transmission; the three-pronged 
technical strategy)?"; and 

2) "given what is currently known about the AIDS epidemic, is this substantive approach still 
appropriate?' 

Approximately 50 key informants responded to the above questions, including USAID staff 
affiliated with the ATSP (past and present), most of the ATSP CAs, and two organizations 
working in reproductive health and development, but not funded by the ATSP. In addition, 
information was provided on a number of relevant substantive issues including technical 
cooperation and collaboration, accessing technical expertise, and biomedical research. The 
following data, conclusions, and recommendations reflect the experiences and insights of the 
interviewees, as well as the team's own review of key project documents. 

There is general agreement that the Phase I1 technical strategies were appropriate given what was 
known about the biological basis of HIV transmission and the proven effectiveness of condom 
use, STD treatment, and partner reduction for reducing individual risk of HIV transmission. At 
the time of the redesign, it was thought that by combi ig  the three individual technical 
strategies in a comprehensive program, they would achieve a synergistic effect beyond the 
impact of a single intervention. Most interviewees agree that this was a reasonable hypothesis. 

It is appreciated that AIDSCAP is successfully implementing the three technical strategies and is 
using quantitative and qualitative process indicators to track the progress of sub-projects (e.g., 
number of people attending educational sessions number of condoms sold through condom social 
marketing programs). At the end of most sub-projects AIDSCAP will be able to compare 
outcome data to baseline indicators in order to demonstrate short-term behavior change among 
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target populations (e.g., condom use; two or more sexual partners in the past 12 months; 
knowledge of two methods of prevention). In a few sub-projects it may be possible to 
demonstrate impact on STD prevalence. It is generally agreed, however, that AIDSCAP will be 
unable to demonstrate national-level impact on HIV incidence in any priority country. 

The expectation that. with a comprehensive approach. AIDSCAP would 'have a measurable impact on HIV 
incidence in priority countries upon proiect com~letion"'~ is seen to have been unrealistic. Significant 
difficulties exist in both measuring and achieving impact on the spread of the epidemic. 
AIDSCAP was designed to rely on biologic impact data from National AIDS Control Programs 
with WHO/GPA support. In the past three years, these sentinel surveillance activities 
deteriorated significantly. It seems likely that there were insufficient resources and scope of 
HIV/AIDS prevention activities for country-wide impact (e.g., AIDSCAP's Brazil program, with 
an annual budget of approximately $2 million, is concentrated in only two of Brazil's twenty-six 
states). An unfortunate effect of the expectation for impact (along with the desire for technical 
focus in the context of limited resources), is that it drove a programmatic adherence to the three 
technical strategies with little incentive for experimentation or risk-taking. 
Despite the lack of impact data, the three technical strategies of condom promotion, reduction of 
STDs, and behavior change communication are generally still regarded as appropriate and 
important components of any comprehensive HTV/AIDS program. Although not formally tested 
in Phase 11, it remains common wisdom that an optimal program will combine multiple 
reinforcing strategies tolaxirnize cumulative impact. AIDSCAP's process information (as well 
as outcome data) will provide invaluable insights into what has been learned about how to 
implement the three technical strategies. As AIDSCAP approaches completion, it should be 
encouraged and supported to analyze and disseminate the wealth of information gained fiom the 
project. 

While USAID had acquired considerable experience in condom promotion and behavior change 
communications, in 1990, the reduction of concurrent STDs was considered a novel and some 
say radical strategy for HW/AIDS prevention. Six years later, STD diagnosis and treatment is 
seen as a critical biomedical intervention that, according to several interviewees, warrants 
increased attention and resources. The potential of this strategy is frequently highlighted by 
reference to the Mwanza study, published in 1995, which demonstrated that improved treatment 
of STDs resulted in a 40 percent reduction in HIV incidence in rural Tanzania. Unfortunately, 
USAID'S own STD/HIV/AIDS programs have been hampered by the lack of consistent access to 
STD drugs and condoms. 

Manv people believe that while ATSP strateaies are still essential. thev are no lonaer sufficient to make a 
sustainable impact on HIV transmission. Since 1991, the dialogue regarding HIV/AIDS prevention 
has changed significantly, becoming more elaborate and reflective of the complexity of the 

1 6 ~ ~ ~ ~  Project Paper Amendment No. 2, page 1 
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epidemic. This evolved discourse, which permeated USAID's 1995 AIDS Prevention 
Conference, was also reflected in many of our interviews. There was a fiequent recommendation 
to expand support for a broader response to HIVIAIDS, beyond the current AIDSCAP technical 
strategies, and to build on lessons fiom the pilot activities of the other CAs (e.g., UNDP, 
UNICEF, the Alliance, ICRW, IPPF, Peace Corps, the Population Council). Specifically, it was 
recommended that a broader ATSP response include more attention to the following substantive 
areas and approaches: 

Developing "contextual interventi0.m" for HIVIAIDS prevention 

Supporting a more "community-organizing" approach to HIVIAIDS 

Reaching beyond traditional "at risk groups" to reduce women and girls' vulnerability to 
HIV/AIDS 

Supporting more expedient development and testing of vaginal microbicides 

Linking HIVIAIDS prevention and care. 

It was recommended that these initiatives, each discussed briefly below, become priority areas 
for Phase 111, to be integrated with the existing technical strategies of condom promotion, 
reduction of STDs, and behavior change communication. Given the limited and precious 
resources available for development assistance, it will be essential (and challenging) to figure out 
how best to include the above substantive areas in a manner that is practical, cost effective, and 
cognizant of USAID's evolving role in HIVIAIDS relative to other donors and development 
organizations. In particular, USAID support for a broader response to HIV/AIDS implies the 
need for collaborative approaches and joint funding with other donors. However, in the words of 
one experienced ATSP specialist, ''If USAID were to proceed with the simplistic approach to the 
epidemic, it would be a disaster to USAIDys credibility.. .the epidemic would rage.. .and it would 
be a waste of resources." 

1. Developing Contextual Approaches to HIVIAIDS Prevention 

AIDSCAP has focused primarily on delivering "proximal" interventions that aim to modify 
individual risk behaviors. For example, peer education efforts in Cameroon are reported to have 
reached more than 400,000 people with behavior change communication messages. Baseline 
data on self-reported behaviors, obtained at the beginning of each sub-project, will be used to 
evaluate the impact of peer education activities on individual behavior change. An AIDSCAP-. 
supported condom social marketing program in Brazil sold approximately 14 million condoms in 

Health Technical Services Project 



Process Evaluation of the AIDS Technical Support Project (A EP) 

1995, a reported 61% increase over the previous year's sales. This is considered an intermediate 
or proxy indicator for b e &  ior change involving increased condom use. 

It appears that individual behavior change is being impeded by a number of social, cultural, and 
economic realities in developing countries. For example, in the absence of adequate economic 
resources, women may be unable to purchase condoms; may be unwilling to jeopardize 
relationships in which they are dependent; and, in the extreme case, may engage in prostitution 
for survival. In general, social, cultural, and economic factors both fuel the epidemic and 
interfere with interventions aimed at individual behavior change. The success of current 
programs may be limited by the relative weakness of available interventions, such as condom 
promotion, as compared to the strength of contextual factors that support AIDS-prone behaviors. 
By analogy, current HIVIAIDS interventions are recognized as the water needed for plants to 
grow. However, the plants are now seen to be rooted in different soils, determining the effect or 
benefit of water supplies. Plants will respond poorly in clay and will not grow in stone, 
regardless of how much water is given. Manv now believe that the success of ATSP interventions 
toward sustained behavior chanae de~ends on chanaina those critical contextual factors that support 
HIVIAIDS risk behaviors. 

The dialogue regarding HIVIAIDS prevention has evolved and become more elaborate, calling 
- - - -  ~~ - - ~ - ~  - - - -  ~- f o r  brmder conts~d-ap~r~ches.--Des~te the-ev~lved~discourse, hwever, theax have been only 
1, marginal programmatic shifts within AIDSCAP.I7 The AIDSCAP midterm evaluation, 

conducted in late 1994, noted the general absence of "contextual interventions" that would aim 
to identify and change the social, economic, and political factors that support individual and 
collective vulnerability to HIV transmission. Many ATSP CAs, including AIDSCAP, express 
uncertainty about what are the feasible, affordable, and relevant contextual interventions that are 
appropriate for HIVIAIDS prevention efforts. As one CA cautioned, however, "this uncertainty 
needs to be acknowledged without looking for quick programmatic solutions." Thoughtful 
discussions are needed regarding the process for identifying, designing, and evaluating 
contextual interventions and how these approaches will be integrated with existing technical 
strategies. 

Few interviewees disagree with the importance of contextual factors in HIVIAIDS prevention. 
Reservations were expressed, however, regarding USAID's appropriate role in supporting 
contextual approaches to HIVIAIDS prevention, particularly in light of limited financial 
resources. Some of the reluctance to pursue contextual approaches appears rooted in the use of 
the terms "short-term" versus "long-term'' strategies for HIVIAIDS prevention. Contextual 
approaches are perceived by some as inherently long-term strategies (e.g., achieving gender 
equality; eradicating poverty; instituting universal education), and thereby lack immediate, 

171n general, AIDSCAP has had difficulty changing its scope of work within the constraints of its 
contractual obligations. 
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achievable objectives or evidence of short-term gains. Alternatively, the time fiame for 
contextual approaches to AIDS prevention was described by many interviewees as a continuum 
fiom short- to long-term, in which many interventions may reasonably coincide or be integrated 
with ongoing projects. For example, one contextual approach might provide women and girls 
with basic education about their bodies and human sexuality. This intervention would attempt to 
change cultural norms of female ignorance regarding sexual activity and health; and in 
combination with HIVIAIDS education, might be more effective than the latter alone. Another 
intervention might improve women's access to credit and training in order to give them more 
economic independence within their personal and sexual relationships. Again, these contextual 
interventions, in combination with the current prevention strategies, may have synergistic effects 
beyond those currently achieved. 

The Agency already supports many relevant development projects outside of HIVIAIDS that 
work to change the social, cultural, and economic context of people's lives (e.g., girls education 
programs; women's income generation programs). In such cases, it may be extremely valuable 
to link existing development activities with HIVIAIDS programs. In addition, the success of 
HIVIAIDS prevention activities may depend on specific contextual changes that have otherwise 
demanded minimal attention. For example, "100% condom use" policies in brothels have been 
critical to changing the context in which commercial sex workers negotiate condom use. 
Likewise, HIVIAIDS has raised awareness of the need for educational programs for boys and 
men to challenge cultural norms that accept or encourage sexual behavior that puts them and 
their partners at risk. Discussions and project data are required to determine how best to develop, 
evaluate, and report the accomplishments of such programs. It is recognized that such 
contextual approaches may require new qualitative and quantitative indicators of success, 
different fiom those currently used by the ATSP. 

When there is uncertainty about what contextual changes are appropriate, a valid strategy is to 
enable the people who are closest to the problem to decide to experiment with different 
approaches, and to see what works. The International HIVIAIDS Alliance offers one example of 
how to develop and test contextual interventions in HIV/AIDS. Founded in 1993 with ATSP 
financial support, the Alliance supports community action on HIV/AIDS in developing countries. 
The Alliance has a unique organizational mission and methodology within HIVIAIDS in that it 

. "supports a transference of governance fiom distant donors to affected communities" by giving 
communities the assistance to decide how best' to respond to the epidemic. Through a process of 
local priority-setting and decision making, proposals for contextual change can be identified and 
supported. 
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2. Supporting "Community-Organizing" Approaches to HIVIAIDS Prevention 

Many interviewees recommend that the ATSP explore new methodological approaches to 
HIVIAIDS, including a shift toward a more "community-organizing" approach to AIDS 
prevention. Whether in the United States, Uganda, or Thailand, community action is at the 
center of many innovative and successful responses to HIVIAIDS. Given the complex 
socioeconomic and cultural context of HIV transmission, community-based groups are often best 
able to initiate appropriate and innovative responses to the epidemic, as well as to work with 
vulnerable and marginal populations. A community-organizing approach would put the locus of 
control in the hands of communities to articulate local priorities and find effective and 
sustainable solutions. Community-generated initiatives may include university students 
protesting HNIAIDS discrimination; churches exploring the future impact of AIDS on the 
congregation; or parents mobilizing against the (Sugar Daddy) phenomenon. By engaging 
individuals, including local leaders, in a urocess of community mobilization and by developing 
genuine local ownership and commitment to AIDS initiatives, it is more likely that resulting 
efforts will be embraced and sustained. 

Several challenges of community-organizing approaches are recognized. In many communities, 
HIVIAIDS may not be a high priority. Asking young people to articulate and prioritize their 
needs is unlikely to generate initial discussions about their health or risk of AIDS. More likely, 
they are concerned about the money needed to buy cosmetics or school books, the recent changes 
in their bodies, or the alcoholism and violence at home-all issues which could be related to 
AIDS. This process, as one interviewee commented, is about "finding them where they are.. .it 
isn't a long way to an AIDS prevention program." Although women may express more concern 
about their risk of infertility than HIV/AIDS, this provides an entry to help them see that sexually 

8 transmitted diseases are an issue that is important to them. 

While this approach gives communities central responsibility for program planning, decision 
making, and implementation, it still requires careful technical assistance and support. Since 
1994, the Alliance has supported the process of community mobilization and capacity building as 
a core strategy for AIDS prevention and care. The process begins by defining local needs and 
priorities and identifying community-based organizations with appropriate mandates and 
linkages. Subsequent steps include local needs assessments, proposal development, and program 
implementation. The Alliance notes that all stages require significant technical assistance, even 
more than was originally anticipated. Increasingly, local sources of technical assistance can be 
found within the same or other developing countries. 

Since 1993, AIDSCAP has supported a "Rapid Respond Fund" grants program for NGOs 
working in HN/AIDS. To date, the program has provided 174 small grants ($2,000-$5,000) to 
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indigenous groups in 13 countries. The intent of the program is to provide small, flexible funds 
for local initiatives in HIVIAIDS. l8 

3. Reducing Women and Girl's Vulnerability to HIVIAIDS 

The ,HIV-AIDS Division has not had an explicit strategy for reducing women's vulnerability to 
HIVIAIDS. The ATSP PP Amendment focused on changing individual behavior within 
narrowly construed "at -risk groups" such as commercial sex workers, their male clients, and men 
who have sex with men. The expectation was that by significantly reducing HIV transmission 
within these core "risk groups," there would be an indirect impact on HIV transmission to 
women in the general population. However, epidemiological data fiom many developing 
countries (with some notable exceptions, including the Philippines) indicates that the AIDS 
epidemic has not stayed confined to "risk groups," but is moving to the general population with 
tremendous impact on so-called "low risk" women. Underlying this progression are many 
contextual factors that support women's vulnerability to HIVIAIDS, including the power 
imbalances between women and men and the social construction of gender roles, both male and 
female. 

Several CAs are credited with developing critical activities to meet women's HIVIAIDS 
prevention needs. In 1989, the ATSP began funding the Women and AIDS Research Program of 
ICRW. Within the HIV-AIDS Division, this program was seen as a critical first step toward 
filling a worldwide research gap on women's risk of HIV infection and the opportunities for 
AIDS prevention. In its first phase (1989-92), the program supported 18 behavioral and social 
science research studies worldwide. Today, much of the available data regarding the realities of 
women's vulnerability to HIVIAIDS, as well as recommended policies for gender and AIDS, 
have come fiom the Women and AIDS Research Program. 

Since 1992, the ATSP has provided support to the International Planned Parenthood Federation, 
Western Hemisphere Region (IPPF/WHR), for the integration of W S T D  prevention into 
family planning programs and services within the broader context of sexual and reproductive 
health. In such programs, women 

"are helped to explore the multiple intersecting issues related to their physical and 
emotional health within the context of their sexual lives and relationships ... Women in 
individual counseling and group sessions, as well as adolescents and community 
members, are given the opportunity to articulate their own concerns about their sexual 
lives so that services can reflect their realities. interventions focus on increasing their 
comfort in communicating with partners, helping women analyze their own situations 

' 8 ~ l s o  see AIDSCAP comments in Annex 7. 
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and determine their own risk, and identz$personal priorities for pregnancy and STD 
99 prevention. 

AIDSCAPYs attention to issues of gender and HIVIAIDS prevention lagged the global 
recognition and response to the problem. The strategic focus on traditional "at-risk groups" 
excluded women in the general population fiom many early AIDSCAP projects and led to the 
general absence of contextual interventions that aim to reduce women's vulnerability to 
HIVIAIDS. In response to this apparent gap, USAID'S Office of Women in Development (WID) 
supported the formation of the AIDSCAP Women's Initiative (AWI), which in 1994 became an 
autonomous unit under the program director. Since then, AWI has evolved into an active, albeit 
small, AIDSCAP component and currently supports a number of activities with the overall 
objectives of "integrating a broad approach to AIDS prevention for women into all regional and 
country programs; launching new activities at the community level; and initiating collaboration 
on research and policy issues with other agencies and organizations." AWI's lessons and 
contributions to the overall AIDSCAP program may be one important topic for the AIDSCAP 
final evaluation. 

The individual contributions of these CA initiatives are seen as significant and, in the cases of 
ICRW and IPPF, appear to have benefited fiom the unique expertise and linkages of these 
organizations. It was recommended that the ATSP build on these pilot activities and devote 
greater emphasis and resources to issues of gender and HIVIAIDS prevention. Specifically, it 
was suggested that Phase 111 expand support for research, program activities, and policies to meet 
women's needs in a manner that is sensitive to the realities of women's lives and to the relevant 
differences between women and men. As one example, STD services need to be made more 
accessible to women in the general population, taking into account that women may be 
asymptomatic, may accept vaginal symptoms as part of womanhood, or may avoid traditional 
STD services. At the same time, interventions are needed that aim to change the gender power 
dynamics and inequalities underlying women and men's vulnerability to HTVIAIDS. For 
example, educational programs for boys and men could challenge cultural norms that accept or 
encourage sexual behavior that puts them and their partners at risk. In reference to HIVIAIDS 
messages that reinforce traditions of gender inequality, one CA cautioned, "we shouldn't fight 
short-term battles at the expense of long-term gain." 

9. Supporting - More Expedient-Development and-Testing of Vaginal Microbicides 

In 1993 the Population Council published a working paper entitled "The Development of 
Microbicides: A New Method of HIV Prevention for Women." The paper articulated a 
compelling argument for developing an HIV prevention technology within the personal control 
of women. At that time, there was a dearth of antimicrobial research, especially on compounds 
that would not have spermicidal properties. Like contraceptive technology development, 
microbicide development has witnessed a market failure, lacking private sector interest or 
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involvement. Again, as in contraceptive development, USAID now has an exceptional 
opportunity to play a leadership role in HIV prevention technology development. 

There are several reasons why USAID leadership in microbicide development is seen to be an 
appropriate role for the organization. First, microbicides will be of most benefit to women and 
couples in stable relationships, for whom condoms are generally not a viable option. And it is 
largely women in developing countries who are at risk of HIV infection, the constituency that 
USAID represents andis hurt by the current market failure in prevention technology 
development. Second, any product that is broadly microbicidal has the potential to prevent not 
only HlV/AIDS but also other sexually transmitted diseases, which are a significant source of 
morbidity and mortality in the developing world. Finally, without USAID advocacy, the 
development of a non-spermicidal microbicide appears unlikely. Recognizing the 
HIV/AIDS/STD prevention needs of developing country women, it is important to realize that 
there is no U.S. political constituency advocating for prevention research and technology 
development. 

Since August 1993, the ATSP has provided critical support to the Population Council's 
microbicide research and development program, fiom which several promising compounds are 
emerging. Unfortunately, the expedient development and testing of anti-microbials remains 
largely constrained by limited financial and human resources, not by any significant conceptual 
or feasibility problems. While NIAID is currently the primary fimder for microbicide research, 
most of its grant recipients are laboratory scientists with no capacity for clinical testing or 
product development. As compounds emerge fiom the laboratory, mechanisms will be needed to 
bring multiple leads through the sequential stages of testing and product development. In 
anticipation of clinical trials, the Pop Council is undertaking studies to address fundamental 
issues of acceptability and sexual communication regarding the use of microbicides, for which 
they are currently seeking funding. At the same time, the Pop Council is involving women 
health advocates in the microbicide development process to ensure that any resulting technology 
will be appropriate and acceptable to women. 

It is recommended that USAID develop a strategy for microbicide development that recognizes 
the unique role of the Agency in leveraging a product that will be appropriate to women in 
developing countries. By devoting increased attention to microbicide development, USAID has 
the unique opportunity to make an AIDS prevention technology available to women and to 
revolutionize HIV prevention efforts globally. 
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5. Linking HIVIAIDS Prevention and Care 

The 1991 ATSP redesign focused solely on HIVIAIDS prevention and excluded care of those 
affected by the epidemic. The underlying concern was that any care initiatives would drain 
financial resources and thereby detract from priority prevention efforts. For communities now 
living with a mature epidemic, prevention and care, as well as the social and economic impact of 
AIDS are inseparable concerns. It is felt by many that, in this setting, USAIDys "prevention 
only" programs may lack sensitivity, credibility, or maximal efficacy by recognizing only one 
aspect of an individual's or community's many interrelated HIV/AIDS concerns. 

Several arguments are offered for linking prevention and care efforts. It has long been 
recognized that persons living with HIVIAIDS may be among the best community-AIDS 
educators and advocates. It remains critical to gain the trust and support of these individuals in 
the design and implementation of AIDS programs. In turn, their care needs include counseling, 
nutritional advice, support and legal services, and anti-discrimination policies, not simply access 
to costly drugs and medical interventions. For community-oriented programs to ignore the 
diverse needs of individuals living with HIVIAIDS, while working to engage their support, is 
poor prevention strategy. USAIDys prevention efforts are now ongoing in communities in which 
30 to 40 percent of adults are HIV-infected. In such settings, educational messages and strategies 
must evolve to respond to the large community which is already affected. Unfortunately, 
USAID's strong position against funding HIV/AIDS-related care has left it without models on 
how to plan for linking prevention and care. 

C. OTHER TECHNICAL ISSUES RELEVANT TO THE ATSP 

The evaluation team identified a number of technical issues relevant to the ATSP that will be 
important for the Phase 111 design. Several of these issues are discussed more extensively in 
Section I1 on operational appropriateness: 

1. Flexibility of the ATSP in Responding to Emerging Needs of the Epidemic 

As a centrally-funded project, the ATSP has displayed unusual flexibility with respect to being 
able to identie and support new initiatives during the life of the project. In 1989, for example, 
the HIV-AIDS Division supported ICRW to establish the Women and AIDS Research Program. 
Within the HIV-AIDS Division, this was seen as a critical first step toward filling a worldwide 
knowledge gap regarding women's vulnerability to HIV, and identieing prevention strategies to 
meet their needs. This illustrates the value of flexibility within the centrally-funded project to 
support smaller "Centers of Excellence" to pursue innovative and pioneering responses to 
emerging needs of the epidemic. Other examples include, but are not limited to, the Population 
Council's microbicide research and development program; IPPFIWHR's programs to integrate 
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family planning and HIV/AIDS/STDs; and Peace Corps' integration of HIVIAIDS into its 
existing educational programs with rural youth. 

2. Technical Cooperation and Collaboration between Cooperating Agencies 

The ATSP CAs have worked largely as separate entities without benefit of formal mechanisms 
for programmatic cooperation and collaboration. Where collaboration has taken place, it has 
generally resulted fiom-personal fiendships or individual initiatives. CAs express interest in 
having regular fora (e.g., revised monthly management meetings) to examine and debate 
substantive and technical issues of common interest. Such fora could serve to generate new ideas 
and opportunities for fruitful collaboration. 

3. Access of the ATSP to Technical Expertise 

It is seen as increasingly important for USAID to access "the best and the brightest" in thinking 
about and responding to the international HIV/AIDS problem. As with most ventures, successful 
components of the ATSP are credited, in large part, to the skills and commitments of specific 
associated individuals. Perhaps the single most important challenge for Phase 111, is to determine 
who are the right people to involve (specific individuals, as well as types of individuals) and how 
to engage their participation in program development and implementation. In reference to the 
ATSP, one interviewee commented, "there is a need for new blood," including people with 
previously underutilized backgrounds and skills outside the public health sector (e-g., 
sociologists, organization theorists, WID experts). 

One specific question is to how to engage the best, most creative biomedical and social scientists 
in doing AIDS-related research. On their own, many U.S. scientists are unlikely to do AIDS 
research that is relevant to developing countries. Mechanisms and incentives are needed to 
ensure that the benefits of biomedical and behavioral research performed in this country (e-g., 
vaccine development; behavior change research) can be appropriately applied to the developing 
world. The NIAID PASA has offered one such mechanism by providing small grants to NIH 
scientists for collaborative U.S.- developing country research. By virtue of it's connections to 
developing country scientists and institutions, USAID can play a critical role in facilitating these 
collaborations. 

4. Behavioral Research within the ATSP 

Behavioral research was identified as a critical supporting strategy in the ATSP redesign. It was 
intended that behavioral research would contribute to the scientific understanding of sexual 
behaviors and would inform the three principal technical strategies, particularly behavior change 
communications. With some noteworthy exceptions, including the Women and AIDS Research 

52 Health Technical Services Project 



Process Evaluation of the AIDS Technical Support Project (Am) 

Program, it does not appear that social science research during Phase I1 has contributed 
sigmficantly to the basic knowledge of behaviors and contexts associated with HIV transmission. 

There are several reasons why behavioral research may not have played the prominent role that 
was envisioned. Within AIDSCAP, there was significant turnover in the leadership of the 
Behavioral Research Unit (BRU), making a thoughtiid research strategy difficult. AIDSCAP 
leadership may not have determined how behavioral research would practically feed into 
behavior change communications or implementation of the other technical strategies. With 
expectations of impact; AIDSCAP became an intervention- and service-oriented project. In this 
context, behavioral research appears to have become a lower priority. 

5. Biomedical Research and Interventions within the ATSP 

Biomedical HIVfAIDS research and interventions have progressed significantly since the 1991 
ATSP redesign. Several research areas and interventions may be relevant for Phase I11 and will 
require thoughtful discussion and clearly articulated policy in the project redesign. It is 
recommended that these topics include, but not necessarily be limited to, perinatal transmission, 
tuberculosis prevention and control, and cost-effective biomedical treatments for HIV-infected 
individuals. With respect to the later topic, it is suggested that there may now be cost-effective 
drug regimens that would have significant impact on reducing the social and economic 
consequences of the epidemic. It is known, for example, that an individual's "viral load" 
correlates with clinical progression of AIDS, as well as infectivity. By providing HIV-infected 
individuals with periodic, multi-drug "pulse treatments," it may help them stay healthy, 
productive, and less infectious for longer periods of time. 

Conclusions: 

1. In 1991, the ATSP was redesigned with an explicit technical focus. A major objective of 
the technical focus was to be able to have a measurable impact on HIV incidence in the 
priority countries upon project completion. This was prompted by a concern that under the 
previous project "resources were spread too thin to have a measurable impact on HIV 
incidence." It also responded to growing Congressional pressure to demonstrate short- term 
impact of HIVIAIDS funding on the spread of the epidemic. 

2. The technical focus reflected a confidence that, in 1990, the public health community knew 
what worked in HIVfAIDS prevention. In the view of the Phase I1 designers, the ATSP was 
ready to move fiom an "experimentation phase" to an" implementation phase," based on 
proven interventions: increasing demand for condoms, increasing access to condoms, 
partner reduction, and diagnosis and treatment of sexually transmitted diseases. 
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Phase I1 focused on modifying individual risk behaviors for the prevention of the sexual 
transmission of HIV infection. The Phase I1 technical strategies were appropriate given 
what was known about the biological basis of HIV transmission and the proven effectiveness 
of condom use, STD treatment, and partner reduction for reducing individual risk of HIV 
transmission. It was also a reasonable hypothesis that by combining the three individual 
technical strategies in a comprehensive program, they would achieve a synergistic effect 
beyond the impact of a single intervention. 

AIDSCAP is successfully implementing the three technical strategies and is using 
quantitative and qualitative process indicators to track the progress of individual sub- 
projects. Process and outcome data fiom individual sub-projects will provide invaluable 
insights into what has been learned from implementing the three strategies. 

The expectation that AIDSCAP would have national-level impact on HIV incidence was 
unrealistic. Significant difficulties exist in both measuring and achieving impact on the 
spread of the epidemic. Many national level sentinel surveillance activities deteriorated 
significantly in the past three years. In addition, it seems likely that there were insufficient 
resources and scope of HIV/AIDS prevention activities for country-wide impact. 

The expectation that AIDSCAP would demonstrate impact based on predetermined 
evaluation indicators drove a fairly rigid adherence to the three technical strategies with 
little incentive for experimentation or risk-taking. Most critically, the emphasis on 
demonstrating "impact" and "accomplishments" detracted fiom the overall ability to 
evaluate and think critically and creatively about what was being learned. 

Despite the absence of biological impact data, the three technical strategies of condom 
promotion, reduction of STDs, and behavior change co~~lmunication are still appropriate 
and important components of any comprehensive HIVfAIDS program. It remains intuitive 
that an ideal program will combine multiple reinforcing strategies to maximize cumulative 
impact. 

STD diagnosis and treatment is an essential biomedical strategy for HIVIAIDS prevention 
and reproductive health. The Mwanza study illustrates the potential of a syndromic 
approach to STD treatment for HIV/AIDS prevention. In addition, the development and 
testing of STD diagnostics remains critical for the reduction of STDs in asymptomatic 
women. 

Some AIDSCAP sub-projects have suffered fiom the lack of consistent access to STD drugs 
and condoms. The assumption of the Phase I1 design that these commodities would be 
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provided fiom non-USAID sources has not been valid in many cases. This has seriously 
undermined the potential impact of these sub-projects. 

10. Manv ~eople believe that while the ATSP technical strateaies are still essential, they are no lonaer 
sufficient to make a sustainable im~act on HIV transmission. There is a need to expand support 
for a broader response to HIVIAIDS to include the following substantive areas and 
approaches: 

Developing "contextual interventions9' for HIVIAIDS prevention 

Supporting a more "community-organizing" approach to HIV/AIDS 

Reaching beyond traditional "at risk groups" to reduce women and girls' vulnerability to 
HIVIAIDS 

Supporting more expedient development and testing of vaginal microbicides 

Linking HIVIAIDS prevention and care. 

1 1. The ASTP focus on individual behavior change through application of three technical 
strategies appears to be too simplistic an approach to a problem rooted in the context of 
strong social, cultural, and economic determinants. "Contextual interventions" would aim to 
identi@ and change the relevant contextual factors that support individual and collective 
vulnerability to HIV/AIDS. The success of ATSP interventions which encourage sustained 
behavior change may depend on changing those critical contextual factors that support 
AIDS-prone behaviors. 

12. The AIDSCAP midterm evaluation noted the general absence of "contextual interventions" 
within the project. Many CAs, including AIDSCAP, are uncertain about what are the 
feasible, affordable, and relevant contextual interventions needed to achieve a sustainable 
impact on the epidemic. This uncertainty needs to be acknowledged without looking for 
quick programmatic solutions. 

13. The time W e  for contextual approaches to HIVIAIDS prevention is a continuum from 
short- to long-term, in which many interventions may reasonably coincide or be integrated 
with ongoing projects. In some cases, contextual approaches will require new qualitative 
and quantitative indicators of success, different &om those currently used by the ATSP. 

14. When there is uncertainty about what contextual changes are appropriate or most 
significant, a valid strategy is to enable the people who are closest to the problem to decide 
to experiment with different approaches and see what works. This is the methodological 
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approach taken by the International HIVIAIDS Alliance, which offers one example of how 
to develop contextual interventions in W/AIDS prevention and care. 

In many countries, community action is at the center of innovative and successfbl responses 
to HIVIAIDS. Given the complex socioeconomic and cultural context of HIV transmission, 
community-based groups are often best able to initiate appropriate and innovative responses 
to the epidemic, as well as to work with vulnerable and marginal populations. A 
community-organijrineg approach would put more of the locus of control in the hands of 
communities to articulate local priorities and find effective and sustainable solutions. In the 
process of community mobilization, there is an opportunity to develop genuine local 
ownership and commitment to AIDS initiatives. 

i 6. Despiie the escaiating incidence of m-iAiDS among women, as well as the more informed 
discussions on gender and AIDS, ATSP programmatic responses have remained too 
peripheral and under-resourced. Several CAs (e.g., ICRW, IPPF, AIDSCAP) have 
developed programs to begin to meet women and girls' HNIAIDS prevention needs. It is 
now appropriate for the ATSP to build on these and other pilot activities and devote greater 
attention and resources to issues of gender and HIVIAIDS prevention. 

17. The expedient development and testing of anti-microbials is largely constrained by limited 
financial and human resources, not by any significant conceptual or feasibility problem. 
USAID leadership in microbicide development is an appropriate role for the organization 
and a likely prerequisite for their timely development. With increased investment in 
microbicide development, USAID has the singular opportunity to make an AIDS prevention 
technology available to women worldwide and to revolutionize HIV prevention efforts 
globally. 

18. The 1991 ATSP redesign focused solely on HIVIAIDS prevention and excluded care of 
those affected by the epidemic. The underlying concern was that any care initiatives would 
drain financial resources and thereby detract fiom priority prevention efforts. For 
communities now living with a mature epidemic, prevention and care are inseparable 
concerns. In this setting, USAID's "prevention only" programs may lack sensitivity, 
credibility, or maximal efficacy by unnecessarily recognizing only one aspect of an 
individual's or community's many interrelated needs. Unfortunately, USAID's strong 
position against funding HIV/AIDS-related care has left future projects ill-prepared to plan 
for integration of prevention and care. 

19. It is increasingly important for USAID to access "the best and the brightest" in thinking 
about, and responding to, the international HIVIAIDS problem. Perhaps the single most 
important challenge for Phase 111, is to determine who the appropriate people are to involve 
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(specific individuals, as well as types of individuals) and how to engage their participation in 
program development and implementation. In addition to public health specialists, there is a 
need to include people with currently underutilized backgrounds and skills fiom other 
sectors and disciplines. 

20. With some notable exceptions, behavioral research during Phase 11 has not contributed 
significantly to "improved knowledge of sexual behaviors and the application of this 
knowledge to comunication strategies for behavior change." With expectations for 
impact, AIDSCAP became an intervention- and service-oriented project. In this context, 
learning activities such as behavioral research, new pilot approaches to HIV/AIDS, and 
information exchange and collaboration became lower priorities. 

21. Biomedical research and interventions in HIVIAIDS have progressed significantly since the 
1991 redesign. Several research areas and interventions may be relevant for Phase 111 and 
will require thoughtful discussion and clearly-articulated policy in the project redesign. 
These include perinatal transmission, tuberculosis prevention and control, vaccine 
development and testing, and cost-effective biomedical treatments for HIV-infected 
individuals. 
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IV. The International HIV/AIDS Alliance 

The "creation of a new international PVONGO federation dedicated to global HIVIAIDS 
prevention and control" is one of the four project outputs of the 1991 ATSP redesign. This 
output took concrete form as the International HIV/AIDS Alliance, formally established in 1993. 

USAID's original rationale for supporting the creation of this new institution was succinctly 
outlined in the PP Amendment: 

NGO organizations are needed to supplement weak host government institutions in the 
effective delivery of HIVIAIDS services. 

Strengthened networks of NGOs are needed to advocate increased government 
commitment to addressing HIVIAIDS. 

NGOs can often reach "socially marginalized populations" better than government 
programs. 

NGOs can be a vehicle for leveraging other donor funding and private resources to 
address HIVIAIDS. 

IPPF, which had been successfully established to support small NGOs in the field of family 
planning, was reportedly an early model for this new institution. 

After lengthy consultations, the Rockefeller Foundation, WHOIGPA, USAID and several other 
bilateral donors agreed that no existing organization had the mandate or capacity to encourage 
the mobilization of new community organizations or to support the needs of small community- 
based NGOS,'~ such as: 

Flexible financial support 

Technical assistance 

Organizational and managerial guidance. 

These donors, therefore, pledged support for the creation of The International HIVIAIDS 
Alliance. The Alliance team now consists of a small international secretariat based in London, a 
Board of Trustees with extensive development experience, and Associate Consultants who 

l9 These community-based organizations (CBOs) are typically smaller than the NGOs that USAID, 
WHOIGPA and other donors have traditionally supported through direct grants. 
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provide a source of technical expertise and guidance to field programs. The Alliance's mission is 
to: 

"sustain and expand the pivotal efforts of local nongovernmental organizations in 
developing countries to respond to the causes and consequences of the pandemic, by 
providing resources including technical assistance, management support andfinds. " It 
"supports a transference of governance@om distant donors to affected communities" 
by supporting priorities established by local community groups rather than by donors. 

The Alliance provides this assistance to CBOs through "linking organizations" in each country. 
A linking organization would typically manage a $300,000-$400,000 annual budget, which 
would cover 1) capital costs; 2) administrative costs; 3) costs of providing technical assistance; 
and 4) grants parceled out to small CBOs. These CBO grants (normally $10,000-$25,00O/year) 
would be fiee of donor "strings" and would not impose heavy financial management 
responsibilities on recipient organizations. Ideally, assistance to a particular CBO could be 
discontinued after three to five years. 

A. PROGRAM OPERATIONS 

Since it became operational in January of 1994, the Alliance has moved quickly to support 220 
projects carried out by 2 10 NGOs in Bangladesh, Burkina Faso, Ecuador, the Philippines, 
Senegal, and Sri Lanka. Programs have also been developed in Morocco, Mozambique, and 
Tanzania. A recent ANE Bureau buy-in will finance activities in several Asian countries. 
Although this Evaluation Team's role did not include assessing the impact of Alliance activities, 
the Alliance programs appear to fill an important niche and the new organization seems to be 
establishing a good reputation among donors. 

B. FUNDING FOR THE ALLIANCE 

Alliance resources have been provided principally by grants fiom bilateral donors, including 
USAID, with a smaller proportion from foundations and the private sector. The Alliance reports 
that most of the funds received thus far have been in the form of one-year restricted grants, rather 
than the multi-year unrestricted funds they had been led to expect fiom initial donor pledges. 
Donor funds have typically been earmarked for specific countries or activities with few resources 
available for core funding. These core funds are needed to maintain the small international 
secretariat and to support initial activities for new country programs (e.g., needs assessments and 
program development). The level of initial donor pledges has also rarely been metZ0 and the 

20 In some cases donors have elected to provide funds directly to a "linking organization" in a particular 
country rather than providing support via the Alliance. 
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Alliance has not found it easy to identifl additional private sector or foundation sources of 
funding. The European Community and USAID are presently the Alliance's largest 
 contributor^.^^ The Alliance reports that this financial situation both threatens its institutional 
future and reduces its ability to provide flexible assistance to country programs. 

In part because of these financial problems, after only two years of operations, some of the 
European donors have initiated a multi-donor evaluation of the Alliance "to provide donors with 
information to inform their decisions regarding future support to the Alliance." While the terms 
of reference were not available to this team, it is clearly premature to evaluate the impact of 
Alliance programs. It would be more appropriate to assess the validity of several of the 
assumptions used in establishing the structure and funding mechanisms for the Alliance. These 
assumptions included: 

Multi-year funding would be provided by donors; 

Donor funding would not be earmarked by countries or program activities and could be 
used to cover core costs; 

New sources of funding (private sector, foundations) could be located and tapped to 
finance the Alliance and to increase the overall level of resources devoted to addressing 
WfAIDS; and 

Donors will see value in creating a sustainable new global institution rather than 
funneling resources to NGOs through direct grants to country-level linking organizations. 

Conclusions: 

The establishment of the Alliance was a worthy multi-donor objective embarked upon after 
carehl analysis and consultation. The program appears to fill an important void by 
providing flexible assistance to small community organizations and by supporting the 
process of community mobilization. 

The Alliance program appears to be off to a promising start. Program impact and 
sustainability can only be measured after several additional years of activity. 

Many of the assumptions related to funding sources and funding modalities appear to be off- 
target. We would hope that a review of these assumptions is a primary focus of the donor 

-- 

a USAID has contracted a total of $2,275,000 to the Alliance to date, or 21% of all pledges. 

Health Technical Sewices Project 



Process Evaluation of the AIDS Technical Support Project ( A m )  

evaluation now being carried out, and that its recommendations concentrate on how to 
increase the chances for the long-term financial viability of the Alliance. 

- 
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ATSP Relationshiv to WiUWGPA and UNAlDS 

A. INTRODUCTION 

Funds provided to WHO for HIVIAIDS prevention since 1985 have not been a part of ATSP 
project h d s  (until FY96), and their use, therefore, falls outside the scope of this evaluation. 
Nonetheless, the Evaluation Team was asked to review the relationship between the ATSP and 
WHO'S Global Programme on AIDS (GPA) and UNAIDS (formally replacing WHOIGPA on 
January 1, 1996). The focus of this review is on identeing successful examples of coordination 
and areas of program duplication. It also makes recommendations for the future relationship 
between the HIV-AIDS Division and WHO. 

B. AREAS OF COORDINATION 

In both 1985 and 1986 the U.S. Congress earmarked $2.5 million in the USAID budget to 
support the fledgling WHOIGPA, being established by a dynamic American director who 
maintained excellent contacts with the U.S. Congress. These levels of annual funding grew 
gradually to a high of $34 million in 1993. When USAID began to finance bilateral HIVIAIDS 
activities in 1987, the ratio of USG support was approximately 80% multilateral to 20% bilateral. 
Over the past decade that ratio has been reversed and USAID now transfers only about 20% of its 
overall HIVIAIDS budget to UNAIDS. While the overall budget has increased, USAID and 
WHOIGPA have been competing to a significant degree for the same limited resources being 
provided annually by the U.S. Congress. 

Following Agency regulations on transfers to special multi-donor programs, USAID transfers to 
WHOIGPA were not formally sub-earmarked by USAID for specific activities within GPA until 
1994-1 995; and WHO was not required to provide separate reporting to USAID on how these 
funds were used. Therefore the grantor-grantee relationship found throughout the ATSP did not 
exist between the HIV-AIDS Division and WHOIGPA. The U.S. government, however, could 
and did, provide guidance to GPA as a participant to the annual Global Management Committee 
Meetings, where program funding, priorities, and accomplishments were reviewed. The USG is 
presently the chair of the Program Coordinating Board of UNAIDS. 

WHO/GPA had the initial leadership role in international AIDS and bilateral donors were 
expected to work within the WHOIGPA-supported national strategic plans. WHOIGPA's role in 
addressing the HIVIAIDS epidemic focused on: 

Worldwide assessments of the epidemic 

Establishing a global agenda for dealing with HIVIAIDS 
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Raising awareness and encouraging action fkom government leaders in both the 
developed and the developing world 

Recommending global policies and norms 

Financing research with potential global implications. 

At the country level, WHO/GPA worked almost exclusively with the national government or 
other public sector agencies. The GPA assisted in: 

Carrying out country-wide assessments of the epidemic 

Supporting the development of a national strategic plan for HIV/AIDS 
- - 

Facilitating donor coordination, including donor pledging meetings for national medium- 
term plans 

Providing technical advice to the public sector for implementing the strategic plan 

Establishing country-level sentinel surveillance systems 

Procurement of commodities needed for public sector programs, such as condoms and 
STD drugs, though relatively inexpensive sources 

Strengthening government capacity through training. 

WHO/GPA felt it was helping to create a country-level environment where bilateral donors could 
effectively work. 

The HIV-AIDS Division and the organizations funded via ATSP (especially AIDSCAP) had 
mandates that overlapped in some ways with WHO/GPA (e.g., research with potentially global 
impact, country-level program implementation). There are a number of parallels between the 
design and operations of GPA and the ATSP: 

Both were conceived of as global initiatives deriving from a central coordinating point. 

Both were intended to operate at country level, with allowance for respective regional 
structures. 

Both combined technical operations with research capacities. 
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Both addressed the HIV epidemic primarily from a public health perspective. Both were 
initially designed and managed by CDC employees. 

Areas of collaboration between WHOIGPA and ATSP organizations or between WHO/GPA and 
a HIV-AIDS Division technical staff were not mandated by funding agreements. Areas where 

collaboration existed were areas where both parties believed collaboration was in their best 
interests and in the best interests of their respective constituencies. Collaboration was often, but 
not always, initiated through personal contacts and technical relationships rather than via 
organizational fiat. 

The major areas of successful collaboration have been: 

Evaluation: Establishing a set of core program indicators of HIV/AIDS for global and 
country use (GPA, HIV-AIDS Division, AIDSCAP); 

Data Collection: Establishing an HIVIAIDS Surveillance Database (GPA, BuCen); and 
developing of an AIDS module for Demographic Health Surveys (GPA, AIDSCAP); 

Biomedical Research: Validating and field testing the STD syndromic treatment protocols 
and algorithms (GPA, ATSP-funded STD Diagnostics Network); 

Condoms Encouraging countries to accept condom social marketing (GPA, AIDSCAP); 
condom summits to ascertain global demand and encourage coordination in donor supply 
to meet the need (GPA, HIV-AIDS Division); * 
Behavioral Research: Women and AIDS (GPA and ICRW); 

Research on effectiveness of voluntary counseling and testing as a prevention method; 
and 

Health Economics. 

Most GPA staff interviewed by the Evaluation Team felt that: 

There is an overall lack of coordination between GPA and USAID. For example, some 
key GPA staff were not aware of the breadth of the ATSP portfolio. They identified the 
HIV-AIDS Division's program as the activities of AIDSCAP. Any contact GPA has had 
with ATSP-funded activities, including ICRW and BuCen, has been stimulated by 
personal contacts and not by suggestions emanating from the HIV-AIDS Division. 
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AIDSCAP7s charge is too narrow, for example, not responsive to HIVIAIDS care issues; 
too focused on NGOs; too "simplistic." 

AIDSCAP has operated too independently at the country level. It has "carried out a 
predetermined scope of work" regardless of country needs and the presence of other 
donor activities. It has been relatively isolated "doing its own thing." They did 
acknowledge that country-level program coordination is a general problem and that none 
of the donors or participants should be held solely responsible. 

A few specific areas were mentioned where adequate collaboration has not taken place: 

Research on the female condom: GPA and AIDSCAP reportedly were not aware of the 
details of each other's research program until both selected many of the same research 
participants in Mexico 

Research on Commercial Sex Workers (CSWs). 

C. UNAIDS 

The USG supported successful donor efforts to restructure WHOIGPA; the United Nations 
systems' concentration of HIVIAIDS interventions in one organization-WHOIGPA. The GPA 
program was abolished and UNAIDS was established effective January 1, 1996. The roles and 
responsibilities of UNAIDS and other UN system participants in the global response to AIDS 
still require some clarification. Since the chair of the UNAIDS Program Coordinating Board 
(PCB) is also the Assistant Administrator of USAID'S Global Bureau, the HIV-AIDS Division 
will certainly have a major opportunity to influence several major issues that remain to be 
resolved. These issues are: 

Funding: While UNAIDS will operate with a global appeal for funds to which the USG 
will contribute, the manner in which UNAIDS and the six cosponsoring United Nations 
agencies will organize the distribution of funds remains to be determined. Each of the 
agencies has some focus within their core program on HIV and it is unclear to what 
degree funds for these program activities will come fiom UNAIDS or fiom the particular 
agency. This also applies to specific agency projects that have a connection to HIV, such 
as WHO work on tuberculosis. 

Research: At present UNAIDS is identifying its role in research. It is likely to have a 
duai h c t i o n :  i j-to provide an overview of research activities, findings, and 
implications, through mechanisms that link research programs; and 2) to conduct research 
that has been identified as necessary and relevant for UNAIDS. WHO has established an 
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AIDSISTD unit, one of whose functions is 'facilitating and conducting research. By 
identifling its areas of program activity, WHO is in a position to be able to clearly 
negotiate its working relationships with other agencies and funders. It is the behavior of 
allied agencies such as this that will assist UNAIDS in determining its specific function. 
The HIV-AIDS Division, by establishing its research priorities for the Phase III program, 
will similarly assist UNAIDS in identifying its priorities. 

Countrylevel activity: A clear focus for UNAIDS is country-level coordination of United 
Nations system~HIV/AIDS activities. However, in some countries UNAIDS may also 
play a broader role in donor coordination. Within this context, bilateral donors, such as 
USAID, would do well to review their own behavior at the country level. The AIDSCAP 
program, largely synonymous with the HIV-AIDS Division program, was viewed by 
WHOIGPA as very autonomous and self-serving in selecting its areas of concentration in 
order to meet its singular program objectives. As part of the agreement to establish 
UNAIDS, there was reportedly also an agreement by bilateral donors to review and alter 
their behavior at the country level. Aspects to be considered in such a review would 
include: the capacity of bilaterals to implement programs; areas for cooperation between 
bilateral and multilateral donors; and the role of bilaterals, given that UNAIDS is 
adjusting the manner by which UN agencies work together and with governments. 

Rationalization of resources across countries: While individual bilateral donors (and USAID 
increasingly so) do not have the resources or the authority to work in all developing 
countries, UNAIDS is a global program and might devote part of its attention on those 
countries (e-g., Myamar) least likely to receive other donor resources. UNAIDS might 
play a role in the identification of countries where multilateral funds would be 
particularly valuable and in encouraging more donor collaboration in deciding both on the 
selection of countries and the allocation of resources. . 

Evaluation: WHO/GPA and the ATSP collaborated well together in the areas of data 
collection and evaluation (BuCen, priority evaluation indicators, DHS-AIDS module). 
UNAIDS' role in data collection and evaluation remains to be clarified, but it is also an 
area where continued collaboration would probably prove beneficial. 

Conclusions: 

1.  Valuable collaboration between WHOIGPA and ATSP or the HIV-AIDS Division has 
occurred in the areas of data collection, evaluation, biomedical and behavioral research, and 
condom social marketinglsupply. 

2. These collaborations appear to have occurred as much due to personal contacts as through 
coordinated planning carried out by the HN-AIDS Division and WHOIGPA. 
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3. There are a few minor reports of duplication of effort at the global level. 

4. At the country level, some other donors see USAID programs (viz. AIDSCAP) as somewhat 
autonomous and self serving, designed primarily to meet USAID needs rather than country 
(and especially government) needs. 

5. The USG should take this unique opportunity to influence several issues related to the 
functions of the new UNAIDS. These issues include: intra-UN system funding; global 
research priorities; country-level coordination; rationalization of resources across countries; 
and evaluation. 
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We Influences on the Capacity to Achieve Project 

A. INTRODUCTION 

This section summarizes key structural, procedural and managerial factors which have influenced 
the potential for the ATSP to achieve its objectives. It draws upon the preceding analyses as well 
as other information gathered during the course of this process evaluation. This analysis focuses 
on ATSP project objectives as they are described in the Logical Framework in the Phase I1 PP 
Amendment. Logical frameworks have been required for all USAID project designs and 
evaluations during the life span of the ATSP.22 We believe this analysis should be helpful to the 
end-of-project evaluation teams in assessing the reasons why AIDSCAP and other CA objectives 
have been achieved or not achieved. 

This section will discuss factors that appear to influence the likelihood that the ATSP project will 
achieve its p-ose and each of the four major outputs. described in the Phase I1 PP Amendment. 
The factors considered in this analysis are: 

Project structure 
Project approach and priorities 
Levels and proportions of funding devoted to a program area 
Number and kinds of implementing agencies 
Staffing to achieve the objective 
Sustainability. 

B. GOAL 

The Phase I1 design continued the very broad goal statement of the original ATSP without 
change. 

The methodology of the Logical Framework positions the project goal beyond the direct 
influence of the project. Therefore, project designers did not anticipate that the ATSP could, by 
itself, bring about a reduction of HIV incidence during its relatively short ten-year life span. 

 he full Logical Framework (logframe) from the ATSP PP Amendment is found on the following page. 
This Logical Framework differs slightly from the log6-ame later prepared by the AIDSCAP staff and approved by 
USAID for use in the AIDSCAP project only. 
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LOGICAL FRAMEWORK 

Narrative Summary (NS) Objectively Verifiable 
Indicators 

Means Of Verification 
(MOV 

Goal: 
1. To prevent and control the 
spread of HIV infection in 
developing countries 

- - - - 

Purpose: 
1. To expand access to HIV 
prevention and control programs in 
developing countries 

Outputs: 
1. Improved design, 
implementation and evaluation of 
HIV prevention and control 
programs 

2. Improved Knowledge of sexual 
behavior and application of this 
knowledge to communications 
strategies for behavioral change 

3. Creation of an international 
federation dedicated to global HIV 
prevention and control 

4. Policy Reform 

.1 Reduction in HN 
ncidence in given countries 
wer time 

1.1 Increase in the number, 
luality and coverage of HIV 
revention and control 
)rograms 

1.1 Ten to fifteen full-scale 
Z V  prevention and control 
mograms in priority 
:omtries and HIV 
yevention and control 
%ctivities conducted in non- 
priority countries lead in^ to 
documented changes in the 
indicators listed on page 29- 
30 of Project Authorization 
Amendment No. 2 

2.1 Application of behavioral 
research findings to 
communications strategies in 
priority countries leading t~ 
documented changes in the 
indicaton listed on page 29- 
30 of Project Airthorization 
Amendment No. 2 

3.1 Global federation 
contributing to development 
and expansion of HIV 
prevention and control 
activities in priority and non- 
priority countries. 

4.1 Improved policies, 
especially with respect to 
condom distribution and 
mass media 
communications, in priority 
and non-priority countries. 

1.1 Surveys 

- -- - - - 

L -1 Semi-Annual Project 
Reports containing 
quantitative and qualitative 
iata generated by subproject 
:valuations and behavioral 
research 

1.1 Country evaluation 
reports, subproject 
 valuations 

2.1 Semi-Annual Reports; 
research reports; published 
papers 

3.1 The Federations' Semi- 
Annual Report (which should 
report on the same type of 
information called for in this 
project's semi-annual report) 

4.1 Semi-Annual Reports, 
country evaluation reports 

Important 
Assumptions 

1.1 Continued 
:ommitment of 
ieveloping 
:omtries and 
ionors to HIV 
~revention and 
:ontrol 

1.1 Sufficient host 
:omtry and donor 
resources remain 
wailable 

1.1 Host 
governments are 
committed to 
developing full- 
scale programs 
and commit the 
requisite resources 

2.1 
Communications 
on behavioral 
change can have a 
significant impact 
on HIV prevalence 

3.1 Other donors 
and private 
individuals and 
organizations will 
support an 
international 
federation for HIV 
prevention and 
control 

4.1 Developing 
country 
governments will 
accept and 
implement policy 
reform 
recommendations 
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C. PURPOSE 

The purpose statement was changed slightly in 1991 from "to support countries in expanded and 
improved programs for AIDS prevention and control" to the following statement: 

I PROJECT PURPOSE: YTo expand access to HIV p k v d o n  and contra1 programs in I 

Unfortunately, no targets or baselines were established for the numbers of programs, the quality 
of programs, or the desired coverage by the end of the project. Because of the lack of rigor and 
precision in this purpose statement, it will be difficult to measure whether the ATSP has 
achieved its purpose at the end of the project's life. 

The mere size of this program and its global focus make it likely that it could have a major 
impact in the number and coverage of HIV prevention and control programs. The ATSPYs 
visibility, clout, resources, and flexibility to add new activities (an astonishing variety of 
activities carried out by other ATSP CAs) will certainly help in meeting its overall objectives. 
Although most ATSP resources have been concentrated on AIDSCAP's comprehensive program 
model, to the credit of the HIV-AIDS Division, the ATSP has also provided essential support for 
the development and testing of several other models. The team believes this has been a very 
valuable use of ATSP funds. 

Specific examples of the number and coverage of HIV programs are cited below, followed by 
specific examples of activities designed to improve quality. 

1. Increase in the Number and Coverage of HIV Programs 

Among the ATSP CAs, AIDSCAP obviously has had the primary role in increasing the number 
and coverage of HIV/AIDS programs. In each of its 18 priority countries it has probably 
financed an average of 12 sub-projects. The geographic coverage of these sub-projects has been 
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much less than nationwide, and the populations covered are traditionally, but with many 
exceptions, comprised of three to four high-risk groups (female and male commercial sex 
workers, men who have sex with men, men away from home, and people with STDs and their 
partners).23 Most of these sub-projects have been urban based. 

The coverage of these AIDSCAP activities has been supplemented in smaller, but still valuable 
ways, by the activities of a variety of other ATSP-funded CAs. Most of these activities focus on 
other important vulnerable populations. 

- 

- IPPF has carried out pilot efforts to incorporate HIVIAIDS counseling and other 
interventions into the programs of familv planning service agencies (mostly NGOs) in 
their primary Latin American affiliates. These service agencies normally target their 
services to low-income, reproductive-age women and girls. 

Peace Corns: The ATSP grant to the Peace Corps encourages volunteers to carry out or 
support HIVIAIDS activities in their schools or villages. The program has the potential 
to reach a large adolescent population in a structured school setting. Volunteers who are 
not teachers are encouraged to initiate or support ongoing village or town-based 
HIVIAIDS efforts, and can feed the lessons learned f?om these often rural settings into 
larger donor or government-funded programs. 

UNICEF: ATSP funding has been fundamental in supporting UNICEF headquarters' 
efforts to urge the inclusion of HIVIAIDS activities in their country programs. 
Previously UNICEF field offices had normally considered HIVIAIDS as a WHO concern. 
UNICEF has now decided to incorporate HIVIAIDS into their adolescent and 
reuroductive health activities, rather than address it as a separate problem or a vertical 
program. UNICEF is presently evaluating the results of a series of pilot activities carried 
out (with ATSP financial support and AIDSCAP technical support) in five areas of 
involvement: 

- Youth in schools 
- Out of school youth 
- Mass communications 

Sub-project target populations have also included: adolescents, truck drivers, migrant workers, military 
and police personnel, people seeking maternalkhild health and family planning services, post-secondary 
school students, refugees, hotel employees, industrial zone workers, and private sector health care 
providers. 
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- Family and community care 
- Sexual and reproductive health. 

The results of these pilots will be disseminated to UNICEF country directors and technical 
staff. HIVIAIDS activities are likely to be included in many new five-year UNICEF country 
programs or midterm program revisions, according to the grant director. 

UNDP: The AIDS Division of UNDP, established in 1992 as part of the Bureau of Policy 
and Program Support, has survived and grown primarily due to financial support fiom the 
ATSP. This office has not funded projects but has funded "learning" activities (gathering 
lessons learned fiom UNDP's 130 field offices, financing special studies, organizing 
symposia), and has stimulated networking and horizontal linkages. This office is a 
primary advocate for incorporating HIVIAIDS considerations into a broader development 
contea. It has encouraged UNDP country offices, other funding organizations, and third 
world government leaders to address "underlying causes" of the epidemic (gender roles, 
power relationships, community values and norms) as an alternative to what they call 
AIDSCAP's "narrow biomedical approach" to addressing HIVIAIDS. 

The Alliance: As previously described, the Alliance offers a novel paradigm for how to 
address HIVIAIDS, by funding activities that represent the "felt needs" of small 
communitv-based ormnizations. To receive Alliance support these needs are likely to 
include HIVIAIDS, but support can go much beyond addressing HIVIAIDS. 

NCIH: Using its ATSP grant, NCIH provides information on HIV and HIV-focused - 
programs to a broad community of U.S. PVOs, developing-world NGOs, and individual 
scientists and practitioners working on HIVIAIDS. The initial 1988 grant focused on 
increasing the knowledge and involvement of U.S. PVOs. The second phase grant in 
1994 shifted NCIH efforts to strengthening regional networks of NGOs working with 
AIDS in Africa, Latin America, and Asia. Strengthening regional networks and linking 
those networks with US. PVOs is a valuable and relatively inexpensive way to encourage 
larger numbers of prevention and control programs, and to improve the quality of these 
programs. 

- 

BuCen and Macro: The PASA with BuCen collects and disseminates hard-to-find 
HIVIAIDS data, which is used by AIDSCAP, other donors, and host governments to 
target interventions on specific regions or specific populations. It is also used by AIDS 
advocates to urge host governments and donors to increase their support for HIVIAIDS 
activities. Thus, this data can have an impact on the number and coverage of prevention 
and control programs. 
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An ATSP buy-in to the Population Office's grant to Macro has financed the development 
and incorporation of an AIDS module in Demographic Health Surveys (DHS). This module 
is used throughout the developing world. This represents a relatively inexpensive 
investment in a widely-known and respected data collection instrument. 

"Another" AIDSCAP activity: The PVO Competitive Grants Program has been funded 
separately fiom "normal" AIDSCAP sub-projects and usually involves different 
implementing cirganizations. 

The PVO Competitive Grants Program finances winning sub-project proposals submitted by 
the U.S. PVO community. While the target population focus is normally the same as other 
AIDSCAP activities, an additional objective is to encourage U.S. PVOs to gain experience 
in the design and implementation of HIVIAIDS interventions. In competing for these 
grants, the U.S. PVOs typically design projects in concert with their traditional partners in a 
country, often an NGO organization that has never focused its attention on HIVJAIDS. 
Subsidiary benefits of this program, therefore, are the increased priority these U.S. PVOs 
and their host country counterparts give to HIVIAIDS and, hopefully, an improved capacity 
to carry out effective programs. Ideally, HIVIAIDS will be added to the list of priority 
programs that these U.S. PVOs and their host country NGO counterparts will address with 
their own funds or other sources of donor funding. 

2. Increase in the Quality of HN Prevention and Control Programs 

The Evaluation Team was not charged with evaluating the technical quality of the ATSP-funded 
activities. While we cannot assess whether the quality of prevention and control programs has 
improved because of the ATSP, we can say that improved program quality was an essential 
consideration in the design of the comprehensive program approach advocated globally via 
AIDSCAP. This approach is now accepted as providing greater impact than the previous, more 
piecemeal, approaches. How much of the results are improved by this model will be more 
evident as AIDSCAP evaluates sub-project performance and is evaluated itself at the end of the 
ATDSCAP -- - -- - cnntrnct 

The Team has the impression that operational needs became predominant as the comprehensive 
model was implemented in 18 priority and major associate countries. Most of the behavioral 
research carried out by AIDSCAP, and research results from other CA activities funded in Phase 
I1 of the ATSP, have not been available early enough in the program to influence the quality of 
Phase I1 interventions. These results however should be available for use in Phase 111. 

Examples of ATSP-funded activities that have been designed to improve the quality of HIV 
prevention and control programs include: 
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STD Diaanostics Network (SDII: USAID, through its technical and financial support to 
UNAIDS, continues to foster the development of rapid, simple, inexpensive STD 
diagnostics that are suitable for low resource settings. The SDI, based in Geneva, 
coordinates and monitors a number of Participating Centers who are mandated to work on 
defined activities necessary for the development of these critically needed diagnostic 
tests. USAID directly supports PATH as one of these Participating Centers in their work 
to encourage the widespread use of a rapid simple blood stick test for syphilis (that PATH 
had previously developed), and for ongoing research to create a simple urine dipstick test 
for gonorrhea. ' 

Microbicide Research: The Population Council is carrying out ATSP-funded research on 
the development and testing of vaginal microbicides, which would make an AIDS 
prevention technology available to women in developing countries, and could 
revolutionize HIV prevention efforts globally. 

Collaborative U.S.-Developina Country Research: A PASA with the National Institute of 
Allergy and Infectious Diseases (NIAID) encourages cooperation on AIDS-related 
research between scientists in the U.S. and developing countries. Aside fiom the benefits 
of keeping NIH scientists aware of developing country needs and the transfer of technical 
knowledge to developing country scientists, the results of this biomedical research may 
lead to improvements in the quality of HIV prevention programs. For example, a study in 
Honduras is testing whether a rapid diagnostics technique for rifampicin-resistant 
tuberculosis, used in the U.S., can be successfully applied in developing country field 
settings. If successful, the technique can reduce the time needed to ascertain whether an 
individual has tuberculosis fiom 12 weeks to six hours. 

Tuberculosis and HIV: CDC funds initially programmed to finance short-term technical 
assistance, have been redirected to finance the development and initial execution of a 
training course on HIV-associated tuberculosis. The course will be given for 15 
developing country specialists who will subsequently undertake operational research on 
linking community-based AIDS care with tuberculosis treatment. 

Data Collection and Dissemination: BuCen and DHS data collection and dissemination 
activities, previously noted, are obviously also used by planners to improve the focus and 
quality of HIV prevention and control programs. 

D. OUTPUTS 

The four outputs and their "objectively verifiable indicators" are fortunately more specific than 
the project purpose statement. They focus the ATSP on four major and quite distinct objectives: 
1) establishment of ~uccessful HIV prevention programs which lead to documented changes in 

Health Technical Services Project 75 



Process Evaluation of the AIDS Technical Support Project (Am) 

outcome and process indicators; 2) carrying out and applying behavioral research, which also 
would lead to documented changes in outcome and process indicators; 3) establishment and 
effective functioning of a new "international federation," which would support NGO and 
community programsrand 4) improved policies, especially policies that would improve the 
likelihood that HIV prevention programs would be successful. Each of these will be discussed 
below. 

. . . . 

OUTPUT MDICATUR " Ten to 15 full-scale HIV pleveationand w&of programs in 
priority kwrtriesand HIV prevention and cmtrof activities conducted in non-priority 
countries l~adiing*o documented changes in the (autcme and process) hdicatmrs listed on 
page 29-30 ofthe Project ~lfthorizatiion hendmeht' i~o. 1." 

This addresses the heart of the Phase I1 ATSP program, the establishment of full-scale, 
"comprehensive" multi-dimensional prevention programs in "priority countries." At the time 
the ATSP was being redesigned, this approach to addressing AIDS was bold and extremely 
ambitious. No other donor (including WHOIGPA) had been willing to prescribe and finance a 
comprehensive of "cost-effective" interventions. By defining and proselytizing its 
"comprehensive program," USAID provided global program leadership to governments and to 
other donors on how to address AIDS, much as UNICEF had provided global leadership for 
addressing Child Survival. 

a. Structure 

The AIDSCAP program structure and program approach are described in detail earlier in this 
report. To avoid duplication, we will simply summasize here our assessment of the advantages 
and disadvantages of the Phase I1 structure and its approach to addressing HIV/AIDS. 

Advantaaes: 

Program knowledge of how to best carry out the three technical strategies and the three 
supporting strategies of the comprehensive program is found in a single institution, rather 
than disbursed among a variety of CAs, each with expertise in a particular core or 
contributing activity (STDs, condoms, policy, etc.) 

Health Technical Services Project 



Process Evaluation of the AIDS Technical Support Project ( A m )  

Working alone, AIDSCAP can ensure that all of the key activities of a comprehensive 
program are present, properly balanced, sufficiently funded, and designed to achieve 
synergy between the program components. 

AIDSCAP should be able to combine state-of-the-art technical knowledge with country 
program and project design responsibilities. 

Pisadvantaaes: 

Program responsibilities (central and field) are extremely broad for a single institution or 
consortium to carry out effectively. Success in carrying out these multiple 
responsibilities rests heavily on the management capacity, style, and procedures of the 
primary CA. FHI's centralized procedures and style, at least in the first half of the project 
period, were not conducive to timely and flexible decision making for field activities. 
However, they may have been valuable for quality control. 

AIDSCAP is required to be an operational institution as well as a "learning institution." 
The day-to-day focus has been primarily operational. 

AIDSCAP is supposed to have '40p of the line" expertise in many technical and 
managerial specialties (the three core and three supporting strategies, project design, 
management of a wide network of regional and country offices, etc.). Some areas 
inevitably receive less priority and less funding. Program management and coordination 
is extraordinarily difficult and time consuming. 

Chanaes in two USAlD procedures: 1) the change from a cooperating agreement to a 
contract procurement mode, and 2) field support budgeting have seriously undermined 
some of the project's initial structural advantages. 

Resources are concentrated on fewer countries (initially ten to 15 priority countries) than 
in Phase I in order to maximize impact. Nevertheless, non-priority countries (associate 
countries) are not neglected and can receive smaller levels of technical and financial 
support. 

Design of "comprehensive programs" rests in a single institution with global 
responsibilities which should ensure quality control and coordination and ease the process 
of program evaluation. 
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Pisadvan taae~: 

The program was initially perceived to be unwilling or unable to adapt its model to the 
specific needs and constraints of priority countries. Programmatic rigor may have 
become program rigidity. 

AIDSCAP is often caught in the middle of technical or operational disagreements 
between USAID field officers, who traditionally managed field activities, and the HIV- 
AIDS Division, which has formal management responsibility for all AIDSCAP activities. 

* Over the life of AIDSCAP, the program has been slow to integrate or test new approaches 
suggested by experience elsewhere or by new knowledge about the epidemic. 

In the PP Amendment the "primary implementing Cooperating Agency" was clearly meant to 
have full res~onsibility for achieving this output. The primary implementing entity (AIDSCAP), 
consisting of a lead CA (FI-II) and nine subcontractors, was organized to be all-inclusive, and not 
dependent on any other ATSP CA. 

However, the work of some of the other CAs is potentially of significant value to AIDSCAP. 
These include: ICRW research results and recommendations; Peace Corps field experience with 
adolescents; IPPF experience with integration of family planning and HIVIAIDS; UNDP and 
UNICEF experience using alternative paradigms for interventions; and the Alliance's work with 
community organizations. Since most AIDSCAP sub-projects were designed in the first half of 
the project's life, the experiences of these smaller CAs are more likely to be applied during Phase 
I11 of the ATSP. 

d. Levels and Pro~ortions of Funding 

Although hard data is not available, Output #I has clearly received the bulk of AIDSCAP (and 
hence ATSP) Phase I1 funding. According to HIV-AIDS Division staff, when additional funds 
were periodically available to the ATSP, AIDSCAP almost always absorbed those funds in order 
to cover priority and associate program needs. Indeed, instead of ten to 15 priority countries, 
AIDSCAP reports that it has supported 18 priority or major associate country programs. 

Nevertheless, the magnitude of overall funding was insufficient to finance truly ~ountry-wide 
programs as envisaged in the PP Amendment (with a few exceptions in small countries such as 
Jamaica). A major question for the final AIDSCAP evaluation should therefore be: was the 
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scale of most AIDSCAP country programs sufficient to "make a major difference" in a 
country-either in terms of aggregate impact or in terms of creating effective models for 
replication? 

e. Staffiw to Achieve the Obiective 

YSAID: The HIV-AIDS Division has used a matrix management approach to manage the large 
and very complex AIDSCAP project. A single COTR, who interacts directly with the AIDSCAP 
Director, is supported by other Division staff with particular technical skills. According to 
interviews with Division staff, the bulk of their time has been focused on achievement of this 
project output. This is because they felt that this output was the most important of the AIDSCAP 
program, and because they wanted to be responsive to USAID field missions. 

Although the design, implementation, and evaluation of field programs is at the heart of 
AIDSCAP, neither of the two COTRs who have been responsible for AIDSCAP has served in a 
USAID mission or has other significant overseas experience. One had not worked in the field of 
international development prior to taking over AIDSCAP management responsibilities. Very 
few other Division staff have been USDH officers (no more than two at any one time). On the 
other hand, very few USDH officers have the experience with HIV/AIDS programs, the 
specialized technical skills, or the extraordinary dedication to addressing AIDS that these COTRs 
and their technical support staff have brought to the program. 

The conversion to a contract and the institution of field support budgeting (both affecting Output 
#1 more than any other output) have increased the management load of the COTR. Both 
AIDSCAP and Division leadership recognize that the COTR is now buried in paperwork and has 
almost no time for discussion and resolution of technical or other operational issues. To 
effectively carry out all program responsibilities, the COTR needs additional staff support from a 
program specialist or a program assistant, who can perform many of the bureaucratic tasks. 

f. Sustainabilitv 

The sustainability of this Output (and the total Phase I1 program) was not seriously addressed in 
the PP Amendment. The one short paragraph which referred to sustainability in the PP stated: 

"Because HNprevention and control is a new area for international development 
practitioners, and much still needs to be learned about how to design and implement 
cost-efective interventions, this ~roiect  will not aim to achieve overall wroiect 
,wstainabili& It will make an efort to achieve institutional sustainability, especially 
through training, and will attempt to recover costs where possible. It will also require 
a financial plan for each sub-project ... to analyze the source oJ; andpotential for, 
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resources which would enable the institution to continue the activity a$er USAID 
assistance terminates ... however, this will not be a condition for Bnding. 

The Phase I1 designers of ATSP in 1990 were hardly more concerned about sustainability than 
were the Phase I designers in 1987. Both appear to have been primarily interested in achieving 
immediate im~act from project activities, rather than creatin~ svstems of sustained service 
delivery. However, it is debatable whether Phase 11's comprehensive program approach could 
afford to absorb yet another keylproject responsibility-ensuring sustainability. This would have 
been costly and time-consuming, and would have reduced the number of feasible sub-projects. 

This team has not reviewed sub-projects or "comprehensive country programs" to determine 
whether they are likely to be sustainable. We recommend that the final AIDSCAP evaluation 
carefully review a representative sample to assess the likelihood that these programs can be 
sustained at their present level of operations. 

This team seconds the recommendation of the midterm AIDSCAP evaluation that "during the 
remainder of its current contract, AIDSCAP should systematically plan for a transfer of 
experience and expertise, as well as management and technical materials it has developed, to 
governmental and non-governmental groups participating in HIVIAIDS prevention and care 
programs." In addition, we feel strongly that "AIDS is here to stay" and that the Phase I11 design 
must include sustainability of USAID-funded interventions as a critical program objective. 

Conclusion: 

This Output addresses the heart of the Phase I1 ATSP program- the establishment of full-scale, 
comprehensive, multi-dimensional prevention programs in "priority countries." It seems very 
likely that this very important output will have been achieved at the end of the AIDSCAP and the 
ATSP Phase I1 programs. This in itself is an extraordinary accomplishment. Leading all other 
donors, USAID defined a "comprehensive approach" to HIVIAIDS prevention and has 
attempted, in a concerted way, to implement this approach on a global scale. AIDSCAP has the 
structure, and the resources to get this job done. While this team and others will cite deficiencies 
in program strategy, design, and execution, these should be kept in balance with the many 
benefits that this program is providing. 

The structure and procedures established to achieve this particular output were novel (even bold 
and therefore had significant teething problems.) We believe that, on the whole, they were 
appropriate at the time the Phase I1 project was designed, and contributed very significantly to 
the likelihood that this output will be achieved. We are concerned, however, that the sub- 

"~rn~hasis added by authors. 
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projects funded through this structure may not be sustainable at their present levels of effort once 
AIDSCAP is completed. 

. . .  . .  

OUTPUT #2: 'Improved knowledge of sexual behavior and application ofthe knowledge to 
cpmmdcations strategies for behavioral change. 

* 

OUTPUTINDICATOR: ~~plication of behavioral research findings to cm&mtions 
strafqgies m priority cuuntdes, leadimg to docmented-Chatlges in (outcome and process) 
.kdi~turs .  

a. Structure and A ~ ~ r o a c h  

The PP Amendment stated that "the targeted communications for behavioral change 
interventions will become the major element or driving force of the AIDS strategic plan 
developed for each priority country." ATSP-funded research would be used to critically 
influence the design (and redesign) of AIDSCAP behavioral change communications programs. 
Six priority countries would be singled out as intensive learning sites regarding communications 
for behavior change.. .and will receive additional resources for impact evaluation and behavioral 
research." 

AIDSCAP documents state that their behavioral research program has two objectives: 1) to 
advance the scientific community's understanding of high-risk behavior through social and 
behavioral research (including the contexts and antecedents of behavior); and 2) to provide 
methods for modification of sexual behavior to be incorporated into AIDSCAP prevention 
activitie~.~~ The AIDSCAP program included: a) thematic grants (two-to-three-year grants 
chosen on a competitive basis); b) commissioned research (non-competitive, to cover gaps in 
knowledge); and c) program-related research (focusing on the design, implementation, and 
evaluation process). 

Since many of these research activities would require two to three years for design and execution 
(and wouldn't start before year two of AIDSCAP) it was unlikely from the start that they would 
influence sub-project design. At best, given the project implementation schedule,,they might be 
used to modify sub-projects in their last year. 

2s AIDSCAP: The Technical Strategy, p.50. No date. 
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The duality of responsibility designed into this program-medium-term, high quality scientific 
research, versus short-term, program-related research-has reportedly led to a lack of certainty 
about research priorities. According to WIV-AIDS Division staff, AIDSCAP's four Behavioral 
Research Unit (BRU) directors differed in their views on where the unit should place its 
priorities. 

b. ATSP Im~lementin~ CAs 

The PP amendment stated that the "primary implementing CA"-AIDSCAP-would be 
responsible for this behavioral research. No mention was made of the ATSP grants in FY90 and 
FY91 to ICRW for behavioral research on Women and AIDS or a continued role for ICRW in 
the ATSP. The PP's illustrative budget annexed to the PP Amendment continued new funding 
for ICRW only until FY92. 

ICRW specializes in international behavioral research on women, especially research with 
potential policy implications. Unlike ICRW, AIDSCAP's key subcontractor for behavioral 
research, the University of California's Center for AIDS Prevention Studies, brought little 
international experience to the program. However, it had a great deal of U.S.-based behavioral 
research experience specifically directed towards HIV/AIDS. 

Although ATSP funding for ICRW has continued, the ICRW research agenda is apparently not 
coordinated with the AIDSCAP behavioral research agenda by the HIV-AIDS Division to 
encourage synergy or to avoid duplication. ICRW is a recently-invited member of the AIDSCAP 
TAG but its research findings, praised as very useful by UNDP and some other practitioners, 
have not clearly "fed intoY'AIDSCAP's operations. 

c. Levels and Proportions of Funditg 

The PP Amendment anticipated that approximately $1 1 million (7%) of total AIDSCAP funding 
would be dedicated to the Behavioral Research program. Another $2.1 million would be granted 
to ICRW between FY90-92. These levels demonstrated a relatively high priority for behavioral 
research. However, according to HIV-AIDS Division staff, the AIDSCAP BRU has been 
funded at less than half of the anticipated $1 1 million. Reportedly, behavioral research funds 
were re-budgeted for more immediate operational needs. 

d. StaBnv to Achieve the Objective 

AIDSCAP: As suggested in the PP Amendment (and required in the RFP), AIDSCAP included a 
headquarters-based Behavioral Research director and staff. This unit (the BRU) is structurally 
separate from AIDSCAP's more-operational Behavior Change Communications unit. The 
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University of California's Center for AIDS Prevention Studies (CAPS) works under the direction 
of the Behavioral Research director to carry out project activities. According to HIV-AIDS 
Division staff, the AIDSCAP BRU unit has had four directors in four years, an extraordinarily 
high turnover. They believe this reflects the lack of priority (as demonstrated by funding levels) 
that core AIDSCAP management has given to behavioral research. 

The selection of CAPS as a subcontractor and the backgrounds of BRU leaders indicate that 
priority was initially given to achievement of the unit's long-term objectives. As AIDSCAP 
moved into implementation, we have the impression that its management (and the HIV-AIDS 
Division management) became more and more focused on short-term objectives and operational 
issues. Attention to long-term objectives waned. 

HIV-AIDS Division: The Division has included a behavioral research technical advisor on its staff 
since 1989. The behavioral research advisor has not had formal responsibility for the full ATSP 
behavioral research portfolio. The ICRW grant has been managed separately by several 
sequential COTRs. 

The HIV-AIDS Division's priority to AIDSCAP behavioral research has also reportedly declined 
since the redesign of the ATSP. Division leadership has accepted the reduced levels of funding 
for behavioral research proposed by AIDSCAP, and has reportedly dedicated more time and 
attention to the ICRW research program than to the AIDSCAP research program. 

e. Sustainability 

Sustainability is not included as an objective in the description of the Behavioral Research 
program in the PP Amendment. The research approach has emphasized getting valuable research 
results as soon as possible by working with developing country researchers who were already 
qualified and needed only modest amounts of technical guidance. Any capacity building that 
occurred through the research program would be an extra benefit. AIDSCAP took more of a 
long-term view than the USAID designers, however, and has included "Capacity Building in 
Developing Countries" as one of six Guiding Principles for its Behavioral Research Program. 

Technical assistance and capacity building were priorities of the ICRW research program. 
According to one interviewee, who had met with ICRW funded investigatbrs in Zimbabwe and 
India, ICRW supports "genuine skills transfer and local ownership.. .[their] technical support is 
as good as it gets." 

Conclusion: 

Our process assessment of the Phase I1 approach to behavioral research and its management 
concludes that it appears unlikely that this output will be achieved. At best, the research results 
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or"a-smaifer than anticipated number of medium-term research activities will be available for late 
sub-project modifications or, more likely, for use in Phase 111. 

Both AIDSCAP and the HIV-AIDS Division implicitly demoted behavioral research as a priority 
as they became embroiled in the realities of managing a complex program, which included both 
field and central bureau responsibilities. One can hypothesize that the ATSP behavioral research 
program would have been more successful if it had all been carried out by specialized research- 
oriented CAs such as ICRW, with AIDSCAP willingly integrating the research results as 
appropriate into late program strategies, late sub-project designs, and sub-project redesigns. 

OUTPUT B: Creatiuri of an ~&rnatiional @VOMGO) Federation dedicated to Globat H1V 
prevention and control. 

Section IV of this report deals specifically with the creation and operations of this federation (n6e 
Alliance) and therefore we will not repeat those findings and conclusions here. It should be 
noted, however, that this output indicator is so general that a proper assessment of whether it is 
being achieved requires a further definition of what is expected. In a literal sense this indicator 
has already been attained. The Alliance has been created and funded, and with its initial projects, 
"is contributing to expansion and control activities." ATSP (and other donor) resources and 
guidance have been instrumental to this initial success. While the program appears to fill a 
valuable niche, the financial sustainability of the Alliance may be in question. Certain design- 
stage assumptions concerning funding sources and funding modalities may have been off target. 
These and other key questions are being addressed in a multi-donor-sponsored evaluation which 
is presently being carried out. In order not to duplicate that evaluation, this team did not review 
in depth the structural, procedural, and managerial influences that are affecting the capacity of 
the Alliance to achieve its objectives. 
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I OUTPUT 1[NDICATOIZ; Improved policies, especially with respect to condom distribution 
and mass media comunioatians, in priority and non-priority countries. I 

a. Structure and A ~ ~ r o a c h  

Policy reform was neglected in Phase I of the ATSP, with the primary exception of modeling 
carried out by a USG interagency working group (with participation by HIV-AIDS Division 
staff), BuCen, and AIDSTECH. The models were designed to demonstrate to government 
decision makers the potential impact of the epidemic and the need for preventative action. 

The Phase I1 design included policy as a prominent feature reflecting USAID'S overall growing 
priority to policy reform. The Phase I1 design placed responsibility for policy change with 
AIDSCAP. The PP Amendment did not identify BuCen with previous modeling work carried 
out with ATSP funds, and no other policy-oriented CA was included in the Phase I1 illustrative 
budget (the budget anticipated that BuCen would receive its final funding in FY90). 

The policy activities described in the PP Amendment were: a) to apply and customize models 
for specific countries; and b) to review and address regulatory barriers to program 
implementation (such as impediments to the provision of inexpensive condoms or limitations on 
the use of mass media for behavior change communication). 

AIDSCAPYs initial strategic focus for "policy development" was to "assess existing HIV-related 
policies, assess the policy-setting environment, educate and involve policy makers in prevention 
activities, and create collaborative processes to establish policy priorities and implement needed 
policy support and development The policy obstacles to the three primary strategy 
components (BCC, condom programming, the reduction of STDs) are described as the logical 
starting point for policy interventions. However, some assistance would also be available to 
address "a broad range of social and economic factors that contribute to, or thwart the spread of, 
HIV infection (discrimination, gender roles, employment patterns, care)." 

Over the course of the project, AIDSCAP reports that its policy agenda has evolved in response 
to changing needs. Less time is now devoted to preparing stand-alone, epidemiology-based 

26 AIDSCAP: The Technical Strategy, p. 42. 
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models to sensitize leaders to the need for action. Rather, there is much more interest among 
leaders in understanding the socioeconomic consequences of HIVIAIDS, and in having practical 
and feasible means to reduce those consequences. Also, relatively few regulations have been 
identified which seriously inhibit the AIDSCAP core interventions. More attention is paid to the 
cost effectiveness and cost sustainability of project interventions. 

AIDSCAP policy activities have not been concentrated on a limited number of "problem 
countries." Detailed policy agendas have not been prepared for most AIDSCAP priority 
programs. AIDSCAP's focus seems to have been more on preparing models, methodologies, and 
analyses which can be used widely by government and the private sector. 

b. ATSP Im~lementin~ CAg 

Using a broader definition of policy, there are several ATSP CAs, in addition to AIDSCAP, that 
are contributing to the ATSP policy objectives. BuCen continues to gather and analyze data, 
which is essential for modeling work and to gain the attention of governments and private sector 
leaders. NCIH communicates up-to-date information on HIV/AIDS policy matters to a wide 
range of constituent PVO and NGO institutions in the U.S. and abroad, and also provides fora for 
discussions of key policy issues. The UNDP grant has helped finance analyses and exchanges on 
development issues and policies that impact the epidemic, and are in turn affected by the 
epidemic. Like UNICEF, the IBRD, and WHO/GPA, UNDP believes it has a comparative 
advantage in urging increased attention to HIVIAIDS by developing country government leaders. 
ICRWYs behavioral research on women and AIDS concentrates on research with policy and 
program implications. None of these CAs are solely "policy CAs," but each can be viewed as 
contributing to the achievement of the ATSP policy output. 

The HIV-AIDS Division staff, largely funded from ATSP funds, has also played a direct role in 
changing HIVIAIDS policy. It has worked closely with WHOtGPA on establishing policy 
guidelines for HIVIAIDS, with potential applicability throughout the world. It was also recently 
drafted two key sections (prevention and donor coordination) of a landmark USG Interagency 
Policy for HIVIAIDS. 

Division staff have also been instrumental in highlighting HIVIAIDS as a principle component of 
the U.S.-Japan Common Agenda. Through this consultation process, the Japanese government 
has become willing to invest its donor resources to address HIVIAIDS in developing countries 
and Japanese officials have become familiar with the ATSP and AIDSCAP strategies and project 
activities. 

Coordination: AIDSCAP initially convened, and has often hosted, an AIDS and Economic 
Network, which appears to be an ideal channel for communication of policy issues and results. 
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The Network includes several representatives fiom the HIV-AIDS Division, many ATSP CAs, 
WHO/GPA-UNAIDS, the World Bank, and individual specialists fiom several universities. 

c. Levels and Pro~ortions of Funding 

No budget line item for policy was delineated in the PP Amendment, nor have policy line items 
been established by any of the CAs. Therefore, it is difficult to ascertain the levels or 
proportions of ATSP funding being devoted to policy reform. 

d. Staffinp to Achieve the Objective 

ATDSCAP established a Policy Unit as one of five technical units at its headquarters. The Unit 
has had consistent leadership for the past three years from a senior policy expert and is staffed by 
health economists and other policy specialists. AIDSCAP field offices do not include policy 
specialists and it is not clear that policy issues absorb a great deal of field staff time. Policy 
issues are normally addressed by the resident technical advisor with technical support from 
headquarters. 

Although the HIV-AIDS Division has a "point person" for AIDSCAP policy work, that person 
does not play a similar role with other ATSP CAs. The Division has one policy specialist who 
concentrates on the U.S.-Japan Common Agenda, but who has not worked directly on policy 
matters with ATSP CAs. 

e. Sustainabilitv 

Many of the AIDSCAP policy activities can be categorized as: a) the development of models and 
analytical methodologies (e.g., to measure cost sustainability) that can be used by numerous 
institutions; b) analyses of the impact of specific policies or changes in policies (e.g., Thailand's 
100% condom policy); and c) ad hoc efforts to change a specific policy (e.g., high tariffs and 
taxes on condoms in Brazil). To the degree these models, methodologies, and analyses are 
broadly disseminated to interested parties, they will continue to have life and may be "sustained" 
after ATSP Phase I1 is over. 

In many cases, though, activities of the smaller CAs, whose programs contribute to achieving the 
ATSP policy output (BuCen, UNDP, NCIH), reportedly cannot be sustained without continued 
ATSP funding. 

Conclusion: 

The structure, processes, staffing, and management of the ATSP policy effort appears to provide 
no serious constraints to the opportunity for Output #4 to be achieved. Greater HIV-AIDS 
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Division attention to, and expertise in, policy and improved internal coordination of program- 
wide policy concerns should be considered for Phase 111. 

It will be very difficult for the AIDSCAP final evaluation to determine whether "improved 
policies.. .in priority and non-priority countries" are indeed in place because of AIDSCAP 
efforts. While some policy activities have been very short term in nature (such as a concentrated 
effort to reduce Brazilian taxes and tariffs on condoms), most are long term in nature (adoption 
and use of methodologies, models, and analyses) and their results may not be readily apparent. 
The degree to'which the program has "missed opportunities" for policy change will also be hard 
to ascertain unless these missed opportunities affect the viability of country-program 
interventions. 
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As the ATSP authorization terminates in 1997, a new phase of USAID HIV/AIDS activities 
is being considered. The Phase I1 strategy, designed in 1990, is in many ways outdated and a 
new strategy would be desirable even if the ATSP authorization was not terminating at this time. 
A new strategy is needed because: 

The impact of the epidemic is greater than anticipated in 1991. A much wider population 
is now understood to be vulnerable to the disease. At the same time the societal and 
economic impacts are deeper and more systemic than anticipated. 

HIV/AIDS is now understood to be an extraordinarily difficult public health problem (as 
both a chronic and an infectious disease). The epidemic has not been, and is not being, 
prevented on any significant scale. There is no single proven formula for bringing about 
the sustained behavior change needed to limit the disease. Various combinations of 
biomedical, behavioral, and policy changes may be effective, but need to be tailored to 
specific countries and specific contexts within those countries. 

AIDS is here to stay. Therefore, increased donor attention to capacity building, 
sustainability, and continuity of efforts in the developing world is required. 

HIVIAIDS is now also recognized as a significant development problem and not simply a 
public health problem. 

USAID'S fjnancial and staff resources are diminishing. USAID is likely to be less 
dominant among tk donors addressing HIV/AIDS in most developing countries in the 
future. Carefully coordinated donor strategies and country strategies will be needed. 

-.- Gmdl  donorreso-mes available fmHIV/AIDS have plateaued and may decrease during 
Phase III. New h d i n g  sources (local government, NGO, private sector, philanthropic) 
and an increased focus on low-cost and sustainable actions will be needed. 

OPERATIONAL AND PROGRAMMATIC RECOMMENDATIONS 

Broad Participation: The strategic objectives and the results framework of the new ATSP 
(the vision) should be developed in a very participatory (reengineered) manner. The HIV- 
AIDS Division should also strive to involve a wider group of individuals, organizations, and 
institutions throughout the period of program implementation, including those outside the 
public health sphere. 
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Agency-wide Strategy: Phase 111 objectives ideally should be formulated as part of an 
Agency-wide strategy for addressing HIVIAIDS with the full involvement of regional 
bureau and field mission representatives. 

Realistic Duration: USAID's vision of its Phase 111 response should not be artificially 
limited to the five- to eight-year period of a USAID Strategic Objective. Results in this SO 
period should be seen as benchmarks for a long-term response. Phase I11 objectives, which 
should include building in-country capacity and sustainability, will require a long-term 
commitment. U.S.-based technical support for HIVIAIDS activities should probably not 
follow the AIDSCAP, AIDSTECH, and AIDSCOM models, which cannot be sustained 
once USAID funding terminates. 

The Role of USAID'S Global Bureau: The structure of USAID's future activities in 
HIVIAIDS (Phase III) should be more decentralized than in Phases I or 11. Technical 
knowledge of the epidemic and potential interventions are now much more widespread than 
in 1991, and a wide variety of interventions, which are fhded by a number of actors, are 
now underway in most affected countries . USAID-funded activities should be geared less 
to a central strategy and more to country-specific needs and capacities. The Global Bureau's 
role should not include management of country program implementation (a la AIDSCAP), 
which should be left to field missions and regional offices. The Global Bureau's HIV-AIDS 
Division should focus on more traditional Global Bureau functions such as: 

Verification of the availability to missions of state-of-the-art technical expertise in areas 
where the U.S. has a comparative advantage 

Identification of best practices and lessons learned from global experience in addressing 
the epidemic 

BiomedicaVbehavioral and operational research with potential global applicability 

Donor coordination with UNAIDS; encouraging broader donor involvement (especially 
Japan and the multilateral banks) 

Within USAID, provision of technical leadership, which encourages the greater main 
streaming of HIVIAIDS within USAID's development policies and practices, and 
performing overall program coordination. 

Encouragement of broad USG agency involvement in addressing diverse aspects of the 
epidemic (State, USIA, Peace Corps, CDC, NIH). 
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As USAID reduces it staff and the number of USAID field missions, the temptation for the 
Global Bureau and its CAs to manage field programs becomes more seductive. A clear 
lesson fiom this evaluation is that it is extraordinarily difficult for a CA or a Global division 
to effectively manage a program that attempts to carry out both central bureau and field 
project implementation activities. Models that should be considered for field program 
management include: a) standard USAID field projects implemented by an entity selected 
competitively by the mission; b) field projects managed by a mission that draws upon global 
CAs for specific roles, but may also include mission grants to other U.S. or local entities to 
carry out other program roles; and c) regional projects encompassing several small countries 
with limited USAID field presence, managed by a regional field office. 

Flexibility Is Essential: A flexible ATSP-like Strategic Objective structure should continue 
to be used to finance and coordinate Phase 111 HIV-AIDS Division activities. Flexibility, 
adaptability, and risk taking are essential in addressing this epidemic; therefore, the HIV- 
AIDS Division should structure the scopes of these activities so that relatively flexible 
procurement modalities (grants and cooperative agreements rather than contracts) can be 
used. These central bureau grants should be of modest size so that the implementing 
agencies can operate with a limited management span of control and can focus their energies 
on technical matters rather than on administrative, logistical, or contract management issues. 
Funding a predominant keystone CA in Phase 111 does not seem appropriate for both 
technical and management reasons. 

6. Greater Synergy and Cooperation: The HN-AIDS Division should take a very active 
role in encouraging coordination, collaboration, and interchange of findingdresults among 
the CAs in the Phase 111 portfolio. The CAs should be equal partners in establishing and 
managing the coordination structure and, with the Division, should ensure that the key 
findings and results of ATSP activities are quickly available to USAID field missions. 
COTRs should play an active role in encouraging partnerships. Structures and procedures 
should be established within the Global Bureau to ensure effective coordination between the 
HIV-AIDS Division and other PHN divisions. 

Comparative Advantage: USAID (and AIDSCAP) should ensure that the comprehensive 
three-pillar intervention model, propagated by AIDSCAP in Phase 11, is carefully evaluated, 
and that its lessons are learned and disseminated to decision makers, community leaders, and 
technical specialists. In the future, USAID is unlikely to have the resources (nor will it be 
appropriate) for USAID field programs to support elements of a multi-intervention 
strategy. USAID should focus on supporting those elements of country or local strategies 
(which should be comprehensive approaches) where the US. has special expertise and 
which smaller USAID missions can manage. 
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In addition to the substantive areas discussed in Section 111, these areas of expertise may 
include: 

Condom social marketing 
Behavior change communication 
Policy dialogue and reform 
Integration of HIVIAIDS with family planning programs, and more broadly within 
health sector and other development programs 
Program design and evaluation, dissemination of best practices 
Engaging the private sector in addressing HIVIAIDS 
Encouraging joint government/NGO/private sector models for action 
Strengthening indigenous technical capacity and NGO operational capacity 
Fostering international and regional linkages among NGOs. 

8. Evaluation: Evaluation has proved to be one of the most difficult areas to satisfy. 
Evaluating the impact of HIV/AIDS interventions is particularly complex and difficult given 
the nature of the disease (many people are not aware of their HIV status), and poor reporting 
due to the continuing HIV stigma in many quarters. The HIV-AIDS Division (and Agency 
leadership) should be carefbl not to promise more results than Phase I11 activities can 
deliver. 

The emphasis needs to shift fiom demonstrating impact to include a more reflective 
evaluation and analysis of what is being learned. With limited resources for in-country 
programs and smaller mission staffs, USAID evaluation systems should be modest in scope 
and management intensity. 

9. Country-level Donor Coordination: USAID is likely to provide increasingly limited 
resources and should strive to encourage a broader range of funding organizations at the 
country level (more donors, foundations, private sector entities, voluntary agencies). 
Coordination becomes increasingly important under these circumstances. 

10. The Alliance: The Alliance is a new institution (which USAID helped create) with 
significant potential. It appears'to have solid accomplishments to date but has serious 
funding problems. This is no time to discontinue support. USAID should continue to 
support the Alliance financially and encourage structural and programmatic improvements 
as recommended by a donor-sponsored evaluation, presently underway. 

11. UNAIDS: USAID should continue supporting UNAIDS (which it helped create). It should 
encourage clarification of the respective roles of UNAIDS, cosponsoring agencies, and 
particularly the funding arrangements for their specific programs. USAID and UNAIDS 

Health Technical Services Project 



Process Evaluation of the AIDS Technical Support Project (A EP) 

should have close working relationships especially in deciding research priorities, 
recommending best practices, and stimulating global policy discussions. 

USAID missions should support the role of UNAIDS in coordinating UN agencies in 
country; and should actively support whatever country-specific structure is most appropriate 
for country-level coordination. 

C. SUBSTANTIVE RECOMMENDATIONS 

1. ATSP Technical Approach: While the current ATSP technical strategies remain critical 
components of any comprehensive HIV/AIDS program, they are no longer appear sufficient 
to make a sustainable impact on HIV transmission. Phase 111 should expand support for a 
broader response to HIV/AIDS, beyond the current AIDSCAP technical strategies, and build 
on lessons fiom the pilot activities of other CAs. It is recommended that the following be 
priority areas for Phase 111, to be fully integrated with the existing technical strategies of 
condom promotion, reduction of STDs, and behavior change communication: 

Developing "contextual interventions" for HIV/AIDS prevention 
Reaching beyond traditional "at risk groups" to reduce women and girls' 
vulnerability to HIVIAIDS 
Linking HIVIAIDS prevention and care 
Supporting a more "community-organizing" approach to HIV/AIDS 
Supporting more expedient development and testing of vaginal microbicides. 

Contextual Interventions: The ATSP approach to HIV/AIDS prevention should be 
broadened to include "contextual interventions" that aim to identifl and change the relevant 
social, cultural, economic, and political factors that support AIDS-prone behaviors. The 
present challenge should be to determine what are the feasible, affordable, and relevant 
contextual changes needed to achieve a sustainable impact on the epidemic. The uncertainty 
regarding what interventions are appropriate needs to be acknowledged without looking for 
quick programmatic solutions. A second challenge will be to define the domains and 
parameters for success of contextual approaches to HIV/AIDS. 

3. Gender Focus: The ATSP must reach beyond narrowly defined "at-risk groups" to address 
the much larger population of women and girls who are vulnerable to HIV infection. 
Specific recommendations are to: 

Ensure that all future ATSP research, programs, and evaluations are gender sensitive, i.e., 
they must plan for and provide data on the relevant differences between women and men; 
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Increase programs specifically designed to identifl and respond to what women and girls 
need for HIVIAIDS prevention; 

Support contextual interventions that aim to change the social, economic, and cultural 
determinants of women's vulnerability to HIV infection; and 

Eliminate HIV/AIDS messages that reinforce gender stereotypes that contribute to 
women and men's risk of HIV infection. 

It is recommended that the existing data and recommended policies from the ICRW Women 
and AIDS program be fully utilized in planning for Phase 111. 

Prevention and Care: USAID should abandon its rigid "prevention only" policy, in order 
that programmatic prevention and care linkages can be made when necessary to ensure the 
success of prevention programs. An appropriate and cost-effective defintion of "care" has 
yet to be established but might include counseling, nutrition advice, support and legal 
services, and anti-discrimination policies-not necessarily access to drugs and medical 
interventions. In addition, ATSP prevention messages must evolve to respond to the 
increasing proportion of HIV-infected individuals within target communities. 

Community-organizing Approach: The ATSP should include a more 
"community-organizing" approach to AIDS prevention and care. This approach would put 
greater control in the hands of communities to define local priorities and to assume central 
responsibility for program development, as well as implementation. This community focus 
would not be in lieu of, but would complement, activities carried out by the government and 
private sector. 

Microbicide Development: Microbicide development has been shown to be an obtainable 
goal with tremendous potential to revolutionize HIVIAIDS prevention efforts globally. 
Unfortunately the expedient development and testing of anti-microbials is largely 
constrained by limited financial and human resources. Without USAID leadership, the 
timely availability of a non-spermicidal microbicide appears unlikely. It is recommended 
that USAID develop a strategy for microbicide development that recognizes the unique role 
of the Agency in leveraging a product that will be appropriate for women in developing 
countries. 

STD Diagnosis and Treatment: Phase III of the ATSP should dedicate increased attention 
and resources to the reduction of STDs for both HIV/AIDS prevention and overall 
reproductive health. Based on the results of the Mwanza study, it appears that a syndromic 
approach to STD treatment should be pursued aggressively. At the same time, the 
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development and testing of STD diagnostics and treatment algorithms for the reduction of 
STDs in women should remain a priority. 

8. STD Drugs And Condoms: USAID's STD/HN/AIDS programs have been hampered by 
the lack of consistent access to STD drugs and condoms. Phase 111 should learn from this 
experience and ensure some mechanism for regular supply of STD drugs and condoms to 
future ATSP projects. Although the ATSP may not finance drug and condom procurement, 
it would be poor public health practice to depend on commodities that are not consistently 
obtainable. 

9. Biomedical Research and Interventions: Several biomedical research areas and 
interventions may be relevant for Phase I11 and need thoughtful discussion and clearly 
articulated policy in the project redesign. These include perinatal transmission, tuberculosis 
prevention and control, vaccine development and testing, and cost-effective biomedical 
treatments for HIV-infected individuals. 

D. ATSP RECOMMENDATION FOR THE NEXT 18 MONTHS 

The team was asked to provide a separate set of recommendations that would be applicable for 
the remainder of the Phase I1 ATSP period (presently between 17-1 8 months). 

Evaluation of Phase I1 Results: The HIV-AIDS Division and AIDSCAP should carefully 
review whether sufficient financial and personnel resources will be available to gather and 
analyze the valuable data which will start to be available as AIDSCAP country programs 
terminate (beginning in April, 1995). Data, which will meet program evaluation needs and 
will provide valuable "lessons learned" for Phase 111, will need to be collected and analyzed 
at the level of sub-projects, country programs, and, in some cases, regional programs. This 
may be the single highest budget priority for AIDSCAP over the next 18 months. It would 
be extremely short sighted to under budget or under staff this effort. 

We understand that separate end-of-project evaluations or reviews of each of the Phase I1 
CA programs will be carried out. Since the HIV-AIDS Division has no evaluation specialist 
on staff and has terminated very few CA programs in the past, it should consider adding an 
evaluation specialist to its staff9 perhaps on a part-time basis (i.e., on detail from CDIE or 
elsewhere within USAID) to ensure that evaluation SOWS are well prepared and evaluation 
teams are properly staffed; and to coordinate the evaluatiodreview process for the Division. 

2. Dissemination of ATSP Results: Evaluating CA results should be seen as only the first 
step in making these results and valuable "lessons learned" available to a wide array of 
organizations and individuals. Dissemination of this information should be the shared 
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responsibility of both the funding agency (USAID) and the grantee (CA). We believe it 
would be valuable for each COTR and CA to jointly prepare a brief dissemination plan. 
This plan might include identification of key information to be disseminated, target 
recipients, means of dissemination, budget needed, etc. 

Present and Discuss Lessons Learned by Theme: As the ATSP activities are coming to 
an end, it would be particularly valuable for the HIV-AIDS Division and the CAs to 
establish venues for the CAs to share, compare, contrast, and analyze their results and 
lessons learned by theme. Key themes that might be discussed include: service delivery for 
HIVIAIDS, behavioral research findings, successful policy interventions and tools, and cost- 
effective interventions. 

The Alliance: The HIV-AIDS Division has apparently decided not to place a representative 
on the donor evaluation team now reviewing the activities and financing of the International 
HIVIAIDS Alliance. However, as one of the two major funders of the Alliance, the Division 
should ensure that it meets with the evaluation team to make known USAIDys vision of the 
Alliance (original and current), and USAID's views of Alliance activities to date. The 
Division should also participate fully in evaluation team debriefings and carefully review 
and comment on the evaluation team report. 

UNAIDS: As a new organization, UNAIDS and its "founders" (the donor countries, 
including the USG, which urged its creation) will need to work closely together over the 
next 18 months to resolve several "teething problems" which relate to UNAIDS' functions 
and funding. These issues include: intra-UN system funding; UNAIDS' research priorities; 
country-level coordination; rationalization of resource allocations across countries; and 
UNAIDS' role in evaluation. 

HIV-AIDS Division Staffing: Although this evaluation team has not been asked to analyze 
the HIV-AIDS Division staEng needs, it is clear to us that the Division should immediately 
find a Program Specialist or Program Assistant (PA). This PA could carry out many of the 
bureaucratic tasks which were added to the workload of the AIDSCAP COTR when that 
activity was converted to a contract. Both AIDSCAP and the Division complain that the 
COTR is currently overburdened with contract-related paperwork, leaving little t h e  to 
discuss and help resolve important operational and programmatic matters. 
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Annex I :  A TSP Evaluation Scope of Work 
January 22 - February 23,1996 

1. Amendments: With an initial ATSP authorization in FY 1987, the project Scope of 
Work (SOW) and funding level have undergone four significant amendments. Were elements of 
the SOW dropped or significantly revised during the Life of Project (LOP)? What was added in 
the four project amendments? How were changes in the SOW or W i g  level determined? Did 
the modifications address the emerging needs of the epidemic? Were the funding and technical 
amendments made to the project sufficient for USAID to provide state-of-the art interventions? 
Has the End of Project'Status (EOPS) been modifiedattained? 

2. Project DesignfStructure: What are the noteworthy strengths and weaknesses of the 
ATSP design? Are there significant gaps andlor redundancies? Under what circumstances/in 
what environments did the design succeed or fail? Did the structure of the project encourage 
capacity building and sustainability results? How was the design and subsequent modifications 
of the ATSP relative to USAID global leadership expectations, both within and outside of the 
Agency? Have these expectations been valid considering the USAID environment? To what 
degree is sustainability attainableh what time fiame? If not, why not? 

3. Project Responsiveness: How did the ATSP recognize and respond to changing global 
consensus on the appropriate technical response to the epidemic? Was timeliness an issue in 
making the changes? Are there findings that can inform future USAID planning and 
implementation on how to sustain programmatic focus, on an approved set of activities to 
achieve specific results, while still retaining adaptability to support unanticipated opportunities? 

4. Customers, Stakeholders, and Partners: Although the terms customers, stakeholders 
and partners are part of USAID's reengineering effort, the principles are not new to the Agency. 
Throughout the LOP of the ATSP, who have been the customers, partners, and stakeholders over 
time? Have they changed? Have their needs or interests been ascertained-using what tools 
and, if so, how well have they been met? Could they have been met at all or at better levels? 

5. Breadth vs. Depth: One of the central tensions internal to USAID is the balance 
between funding technical leadership activities, including research, and providing missions and 
regional bureaus with technical assistance and program implementation. How has the ATSP 
addressed this tension? What can be learned from this response? How should this response 
change under existing decentralized funding scenarios? How does a field-based response 
maintain leadership components and comprehensive and integrated responses to the epidemic? 

6. Cooperating Agency Roles: More than 20 Cooperating Agencies (CAs) have received 
USAID-assistance through the ATSP. Is there a common understanding among the CAs about 
the goal of the EOPS, and the contribution each CA is intended to make? Has coordination and 
communication taken place among these CAs? Through what means? 
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What is the nature of the CA relations in the following areas: 

Roles: intended and perceived 
Team membership: separation/linkage 
Efficiency of relationship: cost effectiveloutcome-results 
Level of involvement 
Expectations 
Overlap/redundancy 
Influence 
Capacity building: intemal/extemal 

7. Donor Relations and the ATSP: Since the 1987 ATSP authorization, the number of 
donors active in HIV-AIDS prevention has increased. As USAID continues to be the largest 
worldwide funder of HIV-AIDS prevention activities in developing countries, even with an 
expanding field of donor activities, the ATSP design has been required to be flexible and modify 
its approach in order to collaborate and enhanceneverage assistance from other donors to 
program effectiveness. Has this occurred? Wherehow? What could have strengthened ATSP 
and donor cooperation? What worked well and how can it be replicated? 

8. WHOfGPA and the ATSP: The USAID contribution to the WHOIGlobal Programme 
on AIDS (WHOIGPA) is significant in the amount of budgetary assistance provided as well as in 
the (assumed) influence gained by making such a meaningful contribution. Although funded 
under a separate authorization, the GPA grant is managed by the same division that manages the 
ATSP. What has been the relationship of ATSP with the GPA portfolio? Since it is likely that 
USAID will continue to fund multilateral support through UNAIDS, what can be recommended 
to assure the most positive and productive relationship possible? 

9. The ATSP and the Larger Portfolio: How has the ATSP been linked, or not linked, 
with the larger USAID response to HIVIAIDS, i.e., with bilateral projects or activities, the Office 
of Population, and the regional bureaus. What have been the elements essential for successful 
collaboration? What were hindrances? 

10. The ATSP and USAID Changes: USAID has undergone profound transformation 
during the ATSP LOP including, but not limited to: 

The evolution of the Bureau for Science and Technology to the Bureau for Research and 
Development to the Bureau for Global Programs, Field Support and Research; 

Enhanced mission and regional bureau s M  technical capability in HIV/AIDS; 

Health Technical Services Project 



Process Evaluation of the AlDS Technical Support Project ( A m )  

Decentralized Agency decision making and funding decisions as seen most apparently in 
the shift of all funding for mission activities to mission budgets, and Global funds limited 
to covering technical leadership and research; 

Office of Procurement directives, e.g., interpretations of implementation mechanisms, 
buy-in contracting by mission contracting officers. 

All of these changes have had significant influence on intended, perceived, and actual 
performance of the ATSP. What have been the consequences of these on the ATSP? Could they 
have been anticipated? Were they quickly and efficiently integrated into implementation andlor 
amendments? What can be extrapolated fiom these changes and what are their ramifications for 
the future? 

11. The ATSP and Global Leadership: As a component of its global leadership function, 
G/PHN/HN/HIV-AIDS provides assistance for such activities as publications, training, 
conferences and workshops, special studies, ad hoc requests, and information dissemination. 
Most such activities funded through ATSP occurred through the AIDSCAP contract; such an 
implementation mechanism is unsatisfactory in that the end result is seen as a product of the 
contractor/grantee rather than that of USATD. Does the Team have recommendations as to how 
the HIV-AIDS Division can undertake such tasks through an efficient and effective mechanism? 

12. USAU) Management: How well did USAID technical direction and monitoring of the 
project work? Has USAID management of the content and execution of the project been 
sufficient in amount, quality, and continuity? 
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Annex 2: Materials Reviewed 

The following is a partial list of project documents, publications, and communications that were 
reviewed or referenced during this evaluation. 

Key project documents for each ATSP Cooperating Agency program were compiled and 
provided for Team use by the relevant HIV-AIDS Division staff members. These documents 
normally included grant requests, grants, implementation documents, CA-prepared studies, CA 
quarterly or semi-annual reports, and internal USAID communications. 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
ii. 
12. 
13. 

14. 
15. 
16. 
17. 
18. 
19. 

20. 

21. 

22. 

Concept Paper, ATSP, April 21,1987 
ATSP Project Authorization, 1987 
AIDSCOM Project Paper, 1987 
AIDSTECH Project Paper, 1987 
ATSP Project Authorization Amendment #I, July 1,1988 
ATSP Project Authorization Amendment #2, February 18,1991 
ATSP Project Authorization Amendment #3, August 23,1993 
ATSP Project Authorization Amendment #4, January 26,1994 
ATSP Project Paper Amendment, March 18,1991 
A.I.D. Poky  Guidance onnAIDS, April, 1987 
USAID HIVIAIDS Policy Guidance, September 1995 
U.S.G. International Strategy on HIVIAIDS, July 1995 
Final Report: First Interim Evaluation - AIDSTECH and AIDSCOM Components on 
ATSP, Norine Jewell, Team Leader. December 21,1989 
ATSP Final Evaluation - Phase I, John Snow Inc. June-October, 1992 
Management Review of AIDSCAP Project, Development Associates, Inc. August, 1995 
Final Evaluation of the CDC AIDS PASA Agreement, 1993 
AID Evaluation Summary: CDC AIDS PASA, May, 1994 
AID Evaluation Summary: IFAR, April, 1993 
Evaluation of HIVIAIDS Surveillance, Impact Assessment and Modeling, Office of 
International Health, Public Health Service. No date 
Evaluation of National Council for International Health Activity, Sallie Craig Huber and 
Linda Udall, July 23,1990 
External Review of the Global Programme on AIDS. Report of the External Review 
Committee - Executive Summary. October 10,1991 
IPPF/WHR HIVISTD Prevention Program: Intermediate Evaluation Results, January, 
1995 Evaluation of NIAID-USAID PASA - Findings and Recommendations. Nancy 
Hardy, August 1992 
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AID Annual Reports to the U.S. Congress on the HNfAIDS Prevention Program, 1989- 
1995 
S~-h-ualB&01i1?-Review Documents, W!-MDS Divisinn. 1 987- 1996 - 

AIDSTECH Final Report, Volumes 1-111. Family Health International. 1992 
Partners Against AIDS: Lessons Learned, AIDSCOM. November 1993 
AIDSCOM Lessons Learned - AIDS Prevention in Africa, AIDSCOM. November 1993 
AIDSCAP 1995 Annual Report, 1995 
AIDSCAP Summary of Accomplishments, 1995 
AIDSCAP: Thi: Technical Strategy. No date 
AIDSCAP Women's Initiative: 1994 Annual Progress Report, 1994 
AIDSCAP Evaluation Tools: Introduction to AIDSCAP Evaluation (Module l), 1993 
Various AIDSCAP Quarterly Country Progress Reports 
A variety of other AIDSCAP reports and summary documents provided to team by 
AIDSCAP. 
Several Bureau of the Census (BuCen) Research Notes and Staff Papers 
Various NCIH AIDS Network Workshop and Seminar Reports and Newsletters 
--A 

UNICEF: Flve FinaiTechicai Support Group -Meeting Reports 
Strategic Plan Outline 1996-2000 and other documents. WHO Emerging and Other 
Communicable Diseases Surveillance and Control Division 
WHO/Global Programme on AIDS - several Progress Reports. 
Peace Corps: Teach English, Prevent AIDS, A Teacher's Manual, March 1994 
UNDP HIV and Development Programme Strategic Programming Areas, Summary 
Document - Scope of Work 1992-1996 
AIDS Prevention and Mitigation in Sub-Saharan Afiica: An Updated World Bank 
Strategy, January 1995 (draft) 
Women and AIDS: Developing a New Health Strategy, ICRW Policy Series, 1993 
International HIVfAIDS Alliance: Supporting Community Action on AIDS in 
Developing Countries, Fact Sheets 1995 
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Annex 3: List of Individuals Contacted 
a 

U.S. A~ency for International Develo~ment (USAID) 

Bureau for Global Promams. Field Support and Research (GI 
Ann Van Dusen, Senior Deputy Assistant Administrator, DAAfG, Global Bureau, Center for Human 

W Capacity Development 
Robert Wrin, Associate Assistant Administrator, G/HCD, Global Bureau, Center for Human Capacity 
Development 

Center for Po~ulation. Health and Nutrition. Global Bureau (PHN Center) 
9 Duff Gillespie, Deputy Assistant Administrator, G/PHN/DAA, Center for Population, Health & 

Nutrition 
Dawn Liberi, Associate Administrator, GPHNIDAA, Center for Population, Health & Nutrition 

Office of Health and Nutrition. Center for Po~ulation Health and Nutrition. Global Bureau (G/PHN/HN) 
0 David Oot, Director, G/PHN/HN, Office of Health and Nutrition 

Robert Clay, Deputy Director, GRHNMN, Office of Health and Nutrition 
Melody Troti, G/PHN/HN/CS 

HIV-AIDS Division. Office of Health and Nutrition. PHN Center. Global Bureau (G/PHN/HN/HIV- 
AIDS) 

b 

Jacob Gayle, Division Chief 
Victor Barnes, Deputy Division Chief 
Jeanine Buzy 
Paul DeLay 

4 Barbara de Zalduondo 
Denise Rouse 
Karen Morita 
Basil Vareldzis 
Marc Weisskopf 

Office of Po~ulation. Center for Po~ulation. Health and Nutrition. Global Bureau (G/PHN/POP) 
Chloe O'Gara, GRHNIPOPICMT 

Bureau for Latin American and the Caribbean (LAC) * Carol Dabbs, LAC/RSD/HPN 
James Sitrick, LAC/RSD/HPN 

Bureau for Africa (AFR) 
William Lyerly, AFRISD 
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Bureau for Asia and the Near East ( M I  
Carol Becker, ANEISENSPA 
Carol Rice, ANE/SEA/SPA 

Center for Democracv and Governance. Global Bureau 
Erin Soto, GIDG 

USAID MissiodAbidian 
Lois Bradshaw, REDSOIWCA 

Center for Human Ca~acin  Development. Global Bureau 
Anthony Meyers, GIHCD 

Centers for Disease Control and Prevention (CDC) 
Helene Gayle 
JeTfiey Harris 
Judith Wasserheit 
Sam Perry 
Melinda Moore 
Robert Bernstein 
Carl Campbell 
Linda Valleroy 

U.S. Bureau for the Census CBuCen) 
Karen Stanecki 
Peter Way 

UNAJDS 
Peter Piot, Director 
Gunilla Ernberg 
Purnima Mane 
Faustin Yao 
David Heyman 
Dorothy Blake 
Michael Carael 
Paul Sat0 

United Nations Develo~ment Propramme (UNDP) 
Elizabeth Reid 
Desmond Cohen 
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Mina Mauerstein-Bail 
James Mulloll 

UNICEF 
Bruce Dick 
Teresa McCann 

The World Bank 
Wendy Roseberry 

AIDSCAP/Familv Health International WHI) 
William Schellstede, Executive Vice President, FHI Washington Programs 
Peter Lamptey, Senior Vice President and Project Director 
Tony Schwarzwalder, Deputy Project Director 
Sheila Mitchell, Director of Program Management 

I Elizabeth Preble, Director of Technical Support 
Susan Hassig, Senior Associate 
Thomas Rehle, Associate Director of Evaluation 
Maxine Ankrah, Senior Advisor, Women' s Initiative 

d Academv for Educational Develo~ment (AED) 
William Smith 
Lorraine Lathen 

The Health Develo~ment and Policy Proiect 
Lori Heise 

Jnternational Center for Research on Women (ICRW 
Geet. Rao Gupta 
Ellen Weiss 
Daniel Whelan 

International Planned Parenthood Foundation (IPPF') 
Julie Becker 

* National Council on International Health (NCm 
Frank Lostumbo 
Mary Guinn Delaney 
Kelly Forrest 
Sandra Morgan * 
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National Institute for Allerw and Infectious Disease 0) 
Karl Western 

National Institutes for Health mI3) 
Sharon Hyrnkow 

P r o ~ a m  for A~propriate Technolodes in Health (PATQ 
Elaine Murphy 

Peace Corps 
Shelley Smith 

The Po~ulation Council (Pop Council) 
Christa Coggins 
Christopher Elias 
David Phillips 

The Rockefeller Foundation 
Jane Hughes 

The International HnT/AJBS Alliance 
Jeffiey OfMalley 
Ioanna Trilivas 
Sarah Lee C 

Barvard School of Public Health 
Jonathan Mann 

Yale University School of Public Health 
Michael Merson 

Tulane University 
Carl Kendall 

JCASO Central Secretariat 
Richard Bunyinski 
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Annex 5: Core Questions for Interviews 
a 

OPERATIONAL APPROPRIATENESS AND USAID MANAGEMENT 

Proararn Structure: The ATSP was structured initially (1 987-1 99 1) with two primary 
implementing agents (AIDSTECH and AIDSCOM) and several smaller Cooperating 
Agencies (CAs). The program was managed by two U.S. Direct Hires (USDH) in the Health 
and Education Divisions of the Global Bureau of USAD. Since the major project redesign 
in 1991, ATSP hai had a single large implementing agency (AIDSCAP) managed by one 
USDH in the Health Division of the Global Bureau, assisted by three technical specialists 
(when available). The revised ATSP also includes 14 much smaller CAs managed by 
various members of the HN-AIDS Division staff. 

How effective have these two structures been in facilitating the achievement of overall 
ATSP objectives? What have been the strengths and weaknesses of each structure? Which 
elements of the structures were particularly beneficial; which tended to hinder achievement 
of project objectives? 

ATSP Coordination: The principal mechanism to encourage ATSP coordination has been 
monthly CA meetings. Has this mechanism been effective? How has it facilitated intra- 
ATSP cooperation? Are other mechanisms advisable for the future? Have mechanisms 
been established to ensure other forms of~co~munication (exchange of progress reports, etc.) 
among the CAs and with the HIV-AIDS Division? 

Flexibility and Ada~tability: As a ten-year project, ATSP has needed to adapt to changes in 
knowledge about the impact of the HIV/AIDS epidemic, as well as to regional variations in 
the scope and form of the epidemic. What elements of the ATSP structure and operational 
mode have facilitated flexibility and adaptability? Which structural and operational 
elements have hindered flexibility and adaptability? Have there been opportunities for 
positive ATSP activity which have been missed because of lack of flexibility? Please 
describe. What changes would you suggest for the future? 

Central Functions and Res~onsiveness to Reaional Bureau and Field Mission Needs: Both the 
original and the revised ATSP were designed to be USAID's keystone AIDS 
project-providing support to field mission needs while also financing typical central bureau 
functions (basic research, repository of state-of-the-art technical knowledge, international 
leadership, coordination with other donors at the HQ level). On balance, has the ATSP been 
sufficiently responsive to the field mission needs that you are aware of? Give specific 
examples. What structural changes might improve ATSP responsiveness in the future? 
What central functions have proved to be most visible and most valuable to regional bureaus 
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and field missions? Should some central functions be dropped or de-emphasized in order to 
give greater priority to field needs? 

Evaluation: Does the ATSP have evaluation systems and structures which will enable the 
project to describe what has been accomplished? Which evaluation elements are strong? 
Which are weak? How might they be improved? 

Links to the USAlD Portfolio: Has the ATSP taken sufEcient advantage of buy-in opportunities 
with the Ofice of Population and the Women in Development (WID) project? Was the 
AFR regional AIDS project needed and usefbl? Did it and any similar projects compete 
with the ATSP? Should the ATSP have been adjusted to have more of a development focus, 
rather than the present health focus? How? 

Impact of changes in USAID operational systems and USAID organizational structure: 

Have the following changes over the past eight years had a significant impact of the 
performance of the ATSP? How? 

Increased delegation of project approval authority to field missions 

Reorganization of USAID (1 993-94) with increased technical capacity in the Global 
Bureau 

Field Support Budgeting (1994) and related changes for missions and regional bureaus to 
buy into central bureau projects 

Reengineering (1 995-present) 

Reduction of USDH staff., increased use of PSCs and fellows 

Increased Inspector General (IG) audit program and tightened audit regulations for 
indigenous NGOs and other sub-grantees of AIDSCOM, AIDSTECH, and AIDSCAP 

Changes in procurement procedures and regulations. 

11. SUBSTANTIVE APPROPRIATENESS 

Introduction: These questions seek to determine whether: a) the programmatic focus of the ATSP 
has been, and is now, appropriate to meet the project goal as articulated in the project design; and 
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b) there are different substantive approaches that may be necessary to meet the currentlfuture 
state of the epidemic. "Substance" refers primarily to the overall choices of approach or 
"paradigm" chosen to achieve the project goal. These include: 

Focus on sexual transmission versus other forms of transmission 
Focus on three major interventions-condoms, STD treatment, behavioral change 
communication-versus other possible interventions 
The geographic coverage of the ATSP 
The degree of emphasis on biomedical and behavioral research 
The degree of emphasis on policy change. 

The original 1987 ATSP design had few limits on the kinds of sub-projects and other 
activities that could be financed by AIDSTECH and AIDSCOM. Was this design 
appropriate at that time given the state of knowledge of the epidemic? 

The 1991 redesign very explicitly focused on sexual transmission and three major 
interventions. Why were these substantive areas chosen? Why were certain approaches and 
areasof emphasis de-emphasized or not included (i.e., care, other forms of transmission, 
gender-specific strategies). Was this, in your view, the appropriate response at the time, 
given USAID's comparative advantages, the activities of other donors, and the level of 
funding available to the program? 

Did substantive approaches and areas of emphasis change during the life of the ATSP? If 
so, who perceived the need for this change and why? Were changes made in the substantive 
approaches and areas of emphasis during the two major phases of the project and by whom? 
What mechanisms either facilitated or hindered the ability of the overall ATSP and its 
participating partners to incorporate novel approaches and new areas of emphasis (e.g., 
unsolicited proposals, institutional capabilities and commitments, the PVO small grants 
program)? 

How have the ATSP approaches and activities related to the global response to the 
epidemic? Has the ATSP shown global leadership or has it been reactive? 

What has been learned regarding what substantive approaches work and do not work with 
respect to HIVIAIDS prevention since the ATSP design (1987) and redesign (1991)? 

Given USAID's financial resources and institutional strengths and weaknesses, what 
substantive approaches and activities should be included in a future project? 

How are decisions made regarding the substantive direction of USAID's response to the 
international HIVIAIDS epidemic? Who participates in the decision making process? Are 
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there ways in which the decision making process could be adjusted to make the ATSP more 
responsive to the evolving epidemic? 

III. COOPERATING AGENCIES 

Briefly describe what your organization has been expected to contribute to the ATSP 
(identify in relation to outputs or areas of programmatic focus). 

In your view, have you been successful in meeting the objectives of your grantlagreement? 
What has been most successful, what has been least successful? Why? 

How do you know? What evaluation system do you use to measure results? 

Are activities or elements of your program sustainable? Will they be continued when ATSP 
funding terminates? 

What other ATSP CAs work in the same programmatic area(s)? Do you cooperate? How? 
Has USAID or the ATSP structure facilitated this cooperation? 

Could your organization have contributed more to the objectives of ATSP? How? What 
kept you from doing more ($, perceived overlap with AIDSCAP or other CAs, lack of 
interest from USAID)? 

Has your work contributed, enhanced, or influenced the activities of other CAs in the ATSP 
family? How has that contribution occurred? 

The ATSP does not have a Technical Advisory Group (TAG)-although AIDSCAP does. 
Would a TAG for the ATSP have been useful? 

USAlD Manaaement: How would you rate (between 1-10) the HIV-AIDS Division's 
performance of the following functions in relation to ATSP: 

Management of your grantlagreement 

Management of the overall ATSP project 

Communication of overall ATSP status, issues, and opportunities 

Helping to resolve operational problems (e.g., related to USAID regulations) 
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Facilitating cooperation and teamwork within the ATSP 

Technical guidance and support 

Providing global leadership and direction in addressing the epidemic. 

N. UN AGENCIES 

ATSP and snecific aaencv: What is the nature of the working relationship between USAID as 
a bilateral donor and your multilateral agency as they relate to HIVIAIDS? What do you see 
as the appropriate roles and responsibilities? Have there been questions of overlap and lack 
of coordination that have hindered your ability to achieve your agency's objectives? 

How valuable have USG (USAID) funds been to your program? Has this funding allowed 
you to leverage additional funds fiom other sources? How sustainable is your program 
iflwhen ATSP funding terminates? 

Compare ATSP and USAID with the work of other bilateral donors who are addressing 
HIVIAIDS. Comparative strengths and weaknesses of USAID and ATSP? 
Comparative strengths and weaknesses.of AIDSCAP? 

Your perception of how well USAID and the ATSP have provided leadership, leveraged 
resources, provided technical guidance, and have been willing to collaborate. In what areas 
have USAID and ATSP been most effective? Least effective? 

What roles have the major ATSP implementing organizations (AIDSCAP, AIDSCOM, 
AIDSTECH) had in encouraging developing country governments and NGOs to 
aggressively address HIVIAIDS? 

What has been the impact of changes in development assistance (both conceptual and 
financial) upon the work of both your UN agency and the ATSPIUSAID? 

Evaluation: What have been your major results in the HIVIAIDS area? How do you know? 
How do you document/evaluate? How do you disseminate the successful results and lessons 
learned? 
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Annex 6: ATSP Evaluation Field Mission 
Questionnaire 

I. Design and Revision 

a. Was the Mission input requested and incorporated in either the ATSP design and redesign? 
Should it have been? 

b. Has the ATSP design and redesign responded to the specific needs of your missiodcountry? 
In what ways? How has it not responded? 

JI. Flexibility and Adaptability 

As a ten-year project, ATSP has needed to adapt to changes in knowledge about the impact of the 
HIV/AIDS epidemic, as well as to regional variations in the scope and form of the epidemic. 

a. What elements of the ATSP structure and operational mode have facilitated flexibility and 
adaptability? Which structural and operational elements have hindered flexibility and 
adaptability ? 

b. What changes would you suggest for the future? 

III. Responsiveness to Field Missions 

Both the original and the amended ATSP were designed to be USAIDys flagship HIVIAIDS 
project, providing support to field mission needs while also financing typical central project 
functions, i.e., basic research, repository of state-of-the-art technical knowledge, international 
leadership, and coordination with other donors at the WashingtonIHQ level. 

a. On balance has the ATSP been sdficiently responsive to the field mission needs? What 
structural changes should be considered in the future? 

b. Which of the above central project functions appear to have been the most effective from 
your perspective? Which the least effective? 

N. ATSP and Other USAID-funded HIV/AIDS Prevention Activities 

How has the ATSP been linked with the larger USAID response to HIV/AIDS, e-g., with 
bilateral projects and regional activities? 

a. Has there been adequate coordination with mission-funded andfor regional activities? What 
have been the elements essential for successful collaboration/coordination? 
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V. Impact on Changes in USAID Operational Systems and Organizational Structure 

Over the past years USAID has undergone profound transformation including, but not limited to: 

Increased delegation of project approval authority to missions 
Field Support budgeting 
Changes in procurement procedures for missions and regional bureaus to buy into central 
projects; 
Reengineering. 

Have these changes had an affect on the way ATSP-funded activities have been carried out in 
your country? What adjustments were needed? Were they implemented in a timely manner? 
What implications of these changes do you see as impacting on future activities? 

THANK YOU FOR YOUR TIME! ! ! Please feel fiee to add any additional comments. 

RESPONDENTS TO FIELD MISSION QUESTIONNAIRE 

AFRICA BUREAU: 

ASIAINEAR EAST BUREAU; 

USAID /INDONESIA 
USAIDfMANILA 

LATIN AMERICNCARIBBEAN BUREAU: 

USAIDrnTI  
USAIDIGUATEMALA 

Health Technical Services Project 



Annex 7: Comments on Draft Evaluation Report 

Organizations and individuals who reviewed the draft evaluation report were asked if they would 
like to include their formal comments in an annex to the report. This ensures that their views are 

- c l ea1y rqesaM;  The w-~mhasm-eand ofier comments to make 
modifications to the draft report. 

One organization, AIDSCAP, asked that their comments be included in this annex. 
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AIDSCAP COMMENTS ON ATSP EVALUATION REPORT, 
March 28 draft 

L Broad overall comments 

1. "Core uackane amroach." The report suggests that ATSP/AIDSCAP was "inflexible", 
foUowed a "donor predetermined approach," and that programs were not mmmunity- 
based. 

Comments: AIDSCAP docs have a general technical approach to its programming - i.e., 
the important synergistic advantages of access to condoms, STD treatment and behavior 
change communication (an approach which the evaluation team validates in the report). 
However, it is not accurate to assume, therefore, that all AIDSCAP-supported programs 
are identical. In fact, AIDSCAP programs diffet significantly in the target populations 
they reach (e.g,, people in workplaces, in-and out-of-school youth, STD patients, orphans, 
general population women, CSWs and their partners), in the focus of their efhrts (e.g., 
prevention, care, capacity building), in tenns of types of local implementors 
(governments, NGOs, community-based p u p s ) ,  and the extent of geographic focus 
(urban, mal, region-wide, community-based), 

The differences among programs is based on country-specific needs assessments or, where 
applicable, the existence of a USAID Mission project design. AIDSCAP's needs 
assessrnent/strategic planning process is highly inclusive -- soliciting participation by and 

I 

input from government, NGOs, community-based organizations, donors, and other 
influentials. Subprojects are designed by the NGOs and other .organizations which are 
implementing them based on the needs of the constituency they represent. ADSCAP'S 
role is to provide technical assistance and financial support to these organizations as they 
implement their programs. 

In addition to its regular programming, in 13 countries AIDSCAP supports a "Rapid 
Response Fund" grants program which to date has funded 174 small grants to community- 
based orgaaizations reaching over 1 million women, men and youth at a total expenditure 
of $336,720 since the program's inception in 1993, This program is purely cornrnunity- 
based and community-initiated. 

2. AIDSCAP not rect~tive to other CAs, The report states that AIDSCAP is perceived as 
being "impenetrable" (page 46), unaware of what other CAs are doing, and uninterested 
in the lessons/activities of other CAs, and unwilling to share information, a particular 
problem given "the original vision of AIDSCAP as a central clearinghouse and learning 
center within the umbrella project." (page 74) 



Comments. We strongly disagree with these conclusions. AIDSCAP has numerous 
smng formal and informal linkages with other ATSP CAs. For example: 

ATSP CAs are represented on AIDSCAP's Technical Advisory Group and 
technical working groups where their advice and input is sought, and AIDSCAP 
sits on a number of their TAGS and working groups. 

AIDSCAP participates with other CAs on numerous USAID-supported task forces 
(e.g, adolescents, reproductive health, AIDS Economic Network) which provide 
rich opportunities for sharing infomation. 

AIDSCAP is providing a $220,000 grant to ICRW expressly designed to support 
the dissemination of ICRW research findings through materials development and 
distribution and the conduct of two regional conferences. 

AIDSCAP has invited CAs to participate in interactive workshops coordinated by 
AIDSCAP to share lessons learned (c,g., the peer education workshop at the 
Kampala conference, the Women and AIDS workshop at the Beijing conference, 
the pre-conference workshop on AIDS in Africa at Kampala, the policy workshop 
at Marrakech). 

PVOs are invited to briefings and debriefings of country program reviews. 

PVOs are being invited to a lessons learned workshop planned for June 1996 
AIDSCAP has invited CAs to submit articles to AIDSCamions which is broadly 
disseminated (circulation averaging 8,000) and is a regular contributor to the 
NCIH newsletter. 

AIDSCAP closely monitors the scientific literature and publications fidm these 
agencies to help identi@ trends; this literature is frequently cited in our work and 
their results incorporated. 

The above examples do not include the numerous collaborative ventures with CAs 
including support to develop the A D S  module of the DHS, the infonnation dissemination 
project with UNICEF, evaluation assistance to the Peace Corps in Cameroon, data sharing 
with BUCEN, joint sponsorship of a Peace Corps/NGO A D S  conference in Afica, 
infomation sharing with the HIV/AIDS Alliance, collaborative programming with ICRW, 
etc. 

AIDSCAP is unaware of any problems experienced by smaller CAs in accessing 
AIDSCAP infonnation since project databases, the library, and the regular publications 
of AIDSCAP are all accessed by CAs on a regular basis. Unless specific examples of 
these concerns exist and can be verified with us, we think unsubstantiated comments 
should be deleted. 



The designation of AIDSCAP as a "central clearinghouse" for ATSP is not found in the 
AIDSCAP cooperative agreement or contract, nor ha6 this ever been discussed with 
AIDSCAP as an expectation by USAID. 

3. Women's ~ronamrninq, The report states (page 70) that the "at-risk groups" focus of 
ATSP effectively excluded general population women from most AIDSCAP projects. 

Comments: We think this misses two important points. First, that as the epidemic has 
spread, more "general population" women are "at risk" Second, and most importantly, 
the AIDSCAP program has responded to this evolving situation by broadening its country- 
specific intervention and research programming on women, and establishing the 
AIDSCAP Women's Initiative which spearhead8 women's issues for the project. AWI 
areas of emphasis include: (1) the identification of women's issues and gender concerns 
as policy and programmatic issues, (2) the elevation of women's concerns regarding 
HXV/AIDS in international and regional fora (e,g., Cairo, Beijing, Vancouver and the 
Africa, Asia and Latin Arnerica/Caribbean meetings), (3) the increased capacity of 
organizations to incorporate gender considerations in the design of HIV/AIDS prevention 
projects, (4) the support of pilot activities which will help to inform future project design, 
(5) the mobilization of resources through organizational networks; and (6) the inclusion 
of women and HIV+ persons in the research, design and implementation of W A D S  
prevention policies and programs. 

4, F?U ca~acitv, The report states (p 37-38) that the "huge management burden of a very 
complex global programw was placed on "a non-profit entity which had never managed 
a program of comparable complexity or size" which "has struggled with this extremely 
large management burden and span of conml." h also states that FHI came to AIDSCAP 
without institutional experience and capacity in behavioral change communications, 
behavioral research, evaluation and policy, and that subcontractor staff were used to fill 
the leadership roles for these technical specialties. 

Comments: We disagree with the implication of the above that AIDSCAP was not 
prepared or equal to the challenge. We do not believe the evaluators provide any 
evidence that FHf has not risen to the challenge of managing this propam, and in fact, 
the mid term evaluation of AIDSCAP said it ranked among the "best and most powerful 
HN/AIDS prevention programs funded by any official development agency." While in 
1991 it is clear that no organization had all of the resident skills to manage such a large 
project, FKf's AIDSTECH experience provided it with significant expertise in BCC, 
evaluation and behavioral research which was brought to AIDSCAP. A point of 
cotrection is that the leadership positions of the BCC and evaluation technical areas were 
FHI employees. 



5. ADSCAP slow to im~1,lcment. The report states that ADSCAP spent the first year 
setting up offices and hiring staff, the second year designing country program strategies, 
and "even in AIDSCAP's fastest-track counuies" subproject impIementation "rmly began 
bfom year 3." (page 47) 

Comments: As the attached table shows, this analysis is inaccurate. ADSCAP initiated 
strategic and implementation planning in 10 priority counaies and had 26 active 
subprojects in 8 counttics by the end of the first year. By the end of the second year ao 
additional 70 subprojects w m  active. 



11. Speciflc text commenWcorrectio~ 

1. Page 18, paragraph 36. "AIDSCAP programs as somewhat autonomous and self- 
serving ... designed to meet USAID needs rather than country (and especially government) 
needs." 
Comment: AIDSCAP country programming is developed in response to comprehensive 
needs assessments at the country level involving governments, NGOs, donors, policy 
makers, and other community leaders. While it is true that most of AIDSCAP 
programming supports the NGO sector as implementors, AIDSCAP has built strong 
partnerships with governments primarily in the area of STD program improvement and 
policy, Also, in. most cases the governments have implicitly or explicitly approved the 
country plans which included support to NGOs. 

2. Page 21, second paragraph. "Comprehensive model was implemented in 18 priority 
COUlltl'iC8. " 
Comment: AIDSCAP is operating in 15 priority countries and 3 mdor associate country 
programs, not 18 priority country programs. 

3. Page 25, Section 7 concerning comparative advantage: 
Comrneng The U.S. also has considerable expertise in the prevention and treatment of 
STDs. It is assumed the evaluators' omission of this was an oversight, since the 
evaluators state on page 28 that diagnosis and treatment of STDs should be a priority in 
future work. 

4. Page 27, Section 3, "Reduce women and girls' ,.." 
Comment: AIDSCAP evaluation data are a l l  gender-specific. 

5. Page 37, paragraph 5, "The unusual size and span of responsibility of AIDSCAP gave 
extraordinary visibility to the pmgram, a visibility that AIDSCAP itself has taken pains 
to maximize." 
Comment: It is not clear what the evaluators mean by this statement, however, the 
apparent suggestion that ADSCAP has focused inordinately on nelf-promotion is 
inaccurate. This comment should be supported with factual examples or deleted. (It 
would be usehl to know which bilateral donors are "astounded with this uniquely 
American creation,") 

6. Page 48, paragraph 3, "The last scheduled Iprogram] to close , months before the 
AIDSCAP contract expires." 
Comment: In fact, some country programs will extend beyond the life of AIDSCAP and 
thus are planned ro run at full impfementatlon through the life of AIDSCAP. 



Page 53, 1st full paragraph, "...bilateral projects which do not utilize AIDSCAP 
Comment: Report incorrectly states that India and Indonesia are implementing AIDS 
programs outside of AIDSCAP -- in fact, both of these are AIDSCAP priority countries. 
Also, AIDSCAP has been asked to assist witb a major component of the Zambia program 
and has provided on-going technical assistance to the Uganda program which was 
developed prior to AIDSCAP, 

Page 54, para 4: "UNDP and UNICEF HlV/AIDS units, whose very existence UNICEF's 
HIV/AIDS units has depended upon ATSP..." 
Commen~ This statement can hardly be accurate. Both are well-funded organfiations 
with extensive core funds for HIV/AIDS outside the USAID contribution. 

Page 69, 1st full paragraph, "The dialogue regarding ... contextual approaches" 
Comment: Initial design process adapted strategies to each country and subsequent shifts 
usually occurred at the request of the Mission. Shifts in programming have been difficult 
for two reasons: first, shifts would require a change in the Mission bilateral project 
(which can be difficult) and second, changing the program would require a modification 
to d~ country program delivery order, a tirne-consuming process. 

Nonetheless, AIDSCAP ha attempted to address contextual issues through studies and 
technical assistance provided by the AfDSCAP policy unit which seeks "to identify and 
change the social, economic and political factors that support individual and collective 
vulnerability to HIV transdssion." This work provides an invaluable basis for 
developing contextual interventions, 

Page 72, "Supporting cammunitysrganizing,.." 
Comment: ADSCAP has expended tremendous energy building the , capacity of 
organizations in all countries to help them define the AIDS problem in their community 
and develop a response which is constituent-based. AIDSCAP has smngly supported the 
"community-organizing" approach suggested by the evaluators -- for example, in Thailand 
where AIDSCAP has particularly fostered mechanisms for collaboration between CBOs 
and the municipal govemmcnt under the "Bangkok Fight A I D S w  campaign theme; in 
Tanzania, where ADSCAP has facilitated formal networking among NGO8 and joint 
program planning and implementation; and in Ethiopia, where unique public and private 
sector partnerships have formed into frce-standing "intervention teams." A M  see 
comments above re the Rapid Response Fund. 

Page 73, paragraph 3, HIV/AIDS community mobiiization approach. 
Comment: The approach attributed to the HIV/ADS Alliance is comparable to 
AIDSCAP's. AIDSCAP assisted the Alliance early in its life by providing training 
materials in community proposal deveIopment. 



Page 75, E: "it does not appear that social science research..has contributed 
significantly.," 
Comment: Research to understand risk taking behavior has been a critical component of 
the AIDSCAP project, whether it is the formative research used in baseline assessments 
to design interventions and later evaluate them, research used to determine behavior trends 
(such as the Targeted Intervention Research for STDs or the Behavior Surveillance 
Survey), policy research or strictly defined behavioral research. Taken in the context of 
the whole AIDSCAP project, these social science research findings were/are used 
contfnually to provide the understanding needed to design interventions for a wide ran8e 
of populations in a variety of cultures and contexts. 

Some specific examples that directly used lcnowledgt gained on the determinants of 
behavior to modify risk behavior include research which explores resistance to condom 
uee among disadvantaged young women in the Dominican Republic; examines risk taking 
among CSWS, their clients, bmthel owners and men who have sex with men in 
Nicaragua; assesses the dynamics of risk taking among Thai military recruits; and 
explows the determinants of risk behavior among night school students and port workm 
in Brazil. 

13. Page 100, "duality of responsibility of beh. researchV,para,4: 
comment: AIDSCAP has made a unique contribution to the field of behavioral 
research through the development of conceptual papers and publications, and through 
several "first of their kindu studies e.g. the Bali study with CSWs, the Thai military study, 
C&T, and the female condom study. 

14. Page 101, para 1, "Staffing to Achieve the Objective": 
Comment: CAPS works "under the direction of AIDSCAP's Behavioral Research Unit" 
only in terms of the CAPS projects which are funded by AIDSCAP in CAPS' capacity 
as an AIDSCAP subcontractor. CAPS is an autonomous organization which works 
through the University of California, San Francisco, Para 2: AIDSCAP's long-turn 
objectives have not changed, but AIDSCAP has recognized for the past couple years that 
shorter, more program-focused research is more effective and yields more timely and 
relevant results than more expensive, longer-term research. At the same time, attention 
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to longer term objectives has not waned. The Counseling and Testing study is an 
exiniil&-of a multiyear, kMcountry, multipartner study addressing a global issue on 
which AIDSCAP has been in a unique position to take the lead. 

15. Page 102, para 2, "Conclusion": 
Comment: AIDSCAP has not implicitly demoted behavioral research as a priority. In 
addition to several important headquarters' initiated, con-funded behavioral research 
activities, USAID tnissions continue to request AIDSCAP's assistance in initiating 
country-relevant research. Recent examples include Egypt (study of adolescents) and the 
Dominican Republic (study of 100% condom use in brothels program). 



Behavioral research has improved the scientific rigor of AIDSCAP's interventions and has 
also helped to develop the capacity of local researchers. It is unusual to find this resestch 
capability in a service project such as AIDSCAP. 

P. 103, 1st paragraph, AIDSTECH policy work: 
merit: During Phase 1, AIDSTECH conducted policy activities that included cost 
analysis of interventions, economic impact of A D S  projections, in addition to modeling 
projections which are noted in the teport. 

p. 103, last paragraph, second sentence: 
Comment: The idea would be better expressed as: "Less time is now devoted to using 
stand-alone epidemiology-based models to sensitize leaders of the need for action, 
Rather, there is much more interest among leaders in understanding the implications of 
the socio-economic consequences of HN/AIDS and in having practical and feasible 
means to reduce those consequences. 

p. 104, first line -- "relatively few regulations have been identified which striously inhibit 
the AIDSCAP core interventions." 
Comment: While the statement is true in the m w  sense, AIDSCAP and collaborating 
agencies have identified a large number of policy issues, policy gaps, and legal constraints 
that impact on HIV/AIDS prevention inwentiom. 

p. 104, first full paragraph, "problem countries." 
Comment: It would be useful add a final sentence to the paragraph: "Development by 
AIDSCAP of the Private Sector AIDS Policv Resentation, a set of nfcrence and training 
materials designed to assist business managers to adopt appropriate HIVIAIDS prevention 
policies and programs in the workplace, is both technically focused and illustrative of 
model programs. 

p. 104, under "Coordination" 
Comma: The title is the AIDS and Economics Network, not AIDS and Economic 
Development Working Oroup. 

p. 105, fmt paragraph under "Sustainability" 
Comment: In addition to the three categories noted, AIDSCAP in Kenya, Indonesia and 
to a lesser extent in Honduras, Brazil, and Senegal has promoted processes which are 
affecting the policy climate in positive ways, 



22. Page !W, para 2: ' f d b g  bhauioral research results' 
-ent: Many results of AIDSCAP-funded behavioral research have already fed into 
other AIDSCAP program designs including (but not limited to behavior change 
communication interventions). Examples include, but are not limited to the CSW and 
brothel interventions in Bali, Indonesia, the interventions with the Thai military recruits 
in northern Thailand, the interventions with night school students and pon warktrs in 
Brazil. In addition to these separate BR studies, all the formative research that Is used in 
initial assessments in many AIDSCAP sub-agreements feeds directly into project deeign, 
and is used again for evaluation. 

23. Page 101, "Levds and Propdons of Funding" 
Comment: Core funding expenditure8 under the behavior research program have totalled 
$5.4 million as of February 1996, not $2.5 million as stated in the report. This does not 
include targeted intervention research studies which would be charged against the STD 
component, or formative research for subproject interventions, It is important to note that 
the core-funded behavior research grants program was made available to each Mission -- 
many Missions elected not to participate in this component, 

24. Page 108, Section 7, AIDS module. 
Cornmenl: Unfortunately, the AIDS module is not uniformly applied, and the data 
coIlection and availability of analysie am rarely appropriate to the AIDSCAP program. 
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